CINE 








Pi 


ot 


Southwestern Medicine 


OFFICIAL ORGAN OF 


ARIZONA STATE>MEDICAL ree 


NEW MEXICO MEDICAL SOCIETY 


PASO COUNTY (TEXAS) MEDICAL SOCIETY 
THE MEDICAL AND SURGICAL ASSOCIATION OF THE SOUTHWEST 








VOL. XVIII. 





ANNUAL SUBSCRIPTION $2 


JUNE, 1934 


No. 6 








SINGLE COPIES 25 CENTS 


Entered at the Postoffice at Phoenix, Arizona, as second class matter. 
“Acceptance for mailing at special rate of postage provided for in sect’on 1103, Act of October 3, 1917, authorized March 1, 1931.” 





ADDRESS OF PRESIDENT 


MEADE CLYNE, M. D. 
Tucson, Ariz. 





(Delivered at the annual banquet of the Arizona 
State Medical Association and Ladies’ Auxiliary, at 
the Forty-third Annual Session of the Association, 
held at Prescott, Arizona, June 7, 8 and 9, 1934). 





There never has been a time, in the history 
of the medical profession, when the necessity 
for a powerful, cohesive organization was any 
more important than at present. There is a 
strong tendency, on the outside, for a great 
many people who know little or nothing of 
the practice of medicine, to attempt to tell us 
exactly what to do in that practice. There is a 
strong tendency toward state medicine, gov- 
ernmental medicine, and organization medi- 
cine, as apart from the interest of the individ- 
ual practitioner. If medical men are willing 
to accept that tendency, well enough; if we 
believe on the other hand, that we have per- 
formed our duties fairly well to society and 
that we have certain rights to be protected, 
then it behooves us more closely to unite our 
organization forces. 

As medical men, naturally we are altruists, 
and we have been inspired with a desire to 
serve our fellow men; I would not say one 
word to overcome that thought and that ten- 
dency of medicine, but I believe that in the 
past perhaps too much emphasis has been put 
on the subject of what we owe the people, 
and now the time has come when medical men 
must let the people know what they owe to 
medicine. 

A generation ago, for instance, an average 
doctor in a small community could make a 





fairly respectable living from the treatment of 
a relatively few diseases. In a country com- 
munity, typhoid, malaria, the summer bowel 
troubles and the ordinary infantile complaints 
would keep an average man fairly busy, with 
a fairly decent income. Advances in medicine 
of which we are proud, have wiped out that 
source of income to physicians, and yet we 
have gladly made the sacrifice. I might say 
that there is no profession, and I do not except 
the ministry in this remark, that has done 
more for the welfare of the masses of people 
of this world, without compensation or selfish 
thought, than the medical profession has done, 
and I believe it is up to us sometimes now, not 
simply to discuss what we owe to the public, 
but radically to call the attention of the pub- 
lic to what medicine has given to them and 
what is due in return for medicine. 


In many of the cities today the tendency of 
social workers and other investigators is to 
expect that our county hospitals, supported by 
taxation, intended for service to the poor peo- 
ple of the communities, the charity patients, 
shall provide also a charity service for people 
who are abundantly able to pay. Great care 
should be exercised by doctors in aiding the 
establishing of free clinics of any kind—such 
as, children, cancer, tuberculosis; to see that 
none but the deserving poor are treated, and 
all others are returned to their family doctors. 
The Cleveland Academy of Medicine has 
worked out a plan, in cooperation with the 
public dispensaries, whereby patients who re- 
ouire medical attention are saved for the fam- 
ily physician if they have once been treated 
by him, or referred to a phyisican if they can 
pay anything for the treatment. The plan is 
worthy of investigation by every local society. 
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An exhaustive report of the plan can be found 
in Modern Hospital, March, 1934. 

There is a tendency in many communities 
for health authorities to undertake wholesale 
vaccination and diagnosis of conditions of all 
kinds, of school children from families that 
can well afford to pay the family doctors for 
those services. By following the suggestions 
of the Kellogg Foundation, as did the medical 
professon of the city of Detroit, where the 
family doctor is allowed to keep in contact 
with the children in the family, this insidious 
inroad into the general practice of medicine 
can be controlled, at least to some degree. 


During the past year the Arizona Industrial 
Commission has cut from three-fourths to one- 
half in some instances the fees for services 
rendered by doctors to injured employees 
coming under its jurisdiction. It is to be 
hoped that this is a temporary measure only, 
designed to meet an emergency and with a 
tentative time limit; if not, it should be re- 
sisted strenuously for three reasons: Because 
the fee fixed by the Commission to a great 
degree sets the price for similar service in 
general practice; because lowering of fees has 
a tendency to lower the standard of service 
rendered; and, because it materially affects 
the income of the doctor. It would seem, that 
for the best interests of all concerned,—the 
patient, the Commission, and the doctor,—the 
accepted standard for fees should be the same 
as that which prevails in the community for 
similar treatment. In a recent survey by the 
American College of Surgeons it was shown 
that this schedule has been adopted by the 
large majority of states, and in some states is 
incorporated in the act creating the Commis- 
sion. It seems to me, that a committee should 
be appointed from the State Medical Associa- 
tion to confer directly with the Industrial 
Commission in an attempt to adjust our dif- 
ferences. 


The Principles of Ethics of the American 
Medical Association emphasizes the duty of 
the physician to aid in educating the public 
properly regarding the facts of medicine. Thus 
the medical profession secures public coopera- 
tion in the prevention of epidemics and in the 
control of disease. The manner in which pub- 
lic education shall be carried on has been the 
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subject of acrimonious discussion at various 
times, probably, no doubt, because customs 
vary in different communities and because of 
the lack of any written code providing a de- 
tailed consideration of the subject. 


Considerable clarity is brought into the sit- 
uation by the recent adoption, through the 
Comitia Minora of the Medical Society of the 
County of New York and the Council of the 
New York Academy of Medicine, of a series 
of principles governing contact of phyisicans 
with the public through the press, the lecture 
platform, lay periodicals and the radio. The 
necessity for proper publicity and education 
is recognized in the preamble. Moreover, 
legitimate news of the election of officers, op- 
ening of hospitals and awarding of prizes is 
recognized as desirable, and the use of a phy- 
sician’s name in this connection is not consid- 
ered reprehensible. The committee does con- 
demn exploitation or advertisement of individ- 
uals featuring their comings and goings, their 
connections, and their achievements and hon- 
or—in other words, the kind of publicity 
most sought by the group characterized by 
experienced newspaper men as “publicity 
hounds.” 

The following regulations have been adopt- 
ed by both organizations with the under- 
standing that failure to comply will make the 
offender liable to disciplinary measures by the 
Medical Society of the County of New York, 
the Academy of Medicine, or both: 


1. A physician shall not directly or indi- 
rectly seek publicity for himself tending io 
call attention to his professional attainments 
or activities. 


2. A physician shall not issue testimonials 
or endorsements calculated to promote ihe 
sale to the lay public of any product in any 
way related to health or the prevention and 
cure of disease. 

3. <A physician shall not issue, or authorize 
for publication, his photograph in connection 
with any matter affecting his or her profe:- 
sional relationship with the public. 

4. When reading a paper over the radio, 
neither the announcer nor the physician should 
give more than one of his titles, nor give no- 
tice of his own medical experience or ac- 
complishments. 





JUNE, 1934 


Our New York colleagues have here taken 
an advanced and noteworthy step in estab- 
lishing the relationships of modern medicine 
to the public. It is conceivable that exper- 
ience, the changing of customs and the pass- 
ing of time may make necessary some modifi- 
cations in these principles. Nevertheless, 
their codification provides a basis for study 
and will do much to establish proper medical 
education more widely. Those who have look- 
ed askance at all such efforts may view with 
fear and trembling this legalization of medi- 
cal publicity; those who have taken part in 
the progress in this field, already made by 
many county and state medical societies, will 
see in this code an attempt to bring order into 
a situation where chaos has been an obstruc- 
tion. 

It would seem to me that much good would 
come, particularly from an educational stand- 
point, if some such code were adopted by our 
county medical societies here in Arizona. 





INDICATIONS FOR SURGERY 
IN THE TREATMENT OF 


DISEASES OF THE 
THYROID. 


HAL W. RICE, M. D. 
Morenci, Ariz. 


(Read before the nineteenth annual session of 
The Medical and Surgical Association of the South- 
west, held at El Paso, Texas, Dec. 7 to 9, 1933). 


Indications for surgery in the treatment of 
any condition are those symptoms and signs 
which demand surgical interference for relief. 
In the several types of diseases of the thyroid 
gland, such indications depend largely upon 
two factors, namely, (1) the relative inade- 
quacy of other lines of treatment, and (2) 
comparative safety of the surgical procedure. 

The clinical division of diseases of the thy- 
roid into four groups is the simplest: (1) in- 
fections, (2) toxic and (3) non-toxic goiter, 
and (4) malignancy. 

INFECTIONS 

Acute infection of the thyroid is rare, and 
may occur as an independent process, but 
more commonly is associated with a general- 
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ized pyemic condition, such as in typhoid or 
the puerperal fevers. The organisms very 
probably reach their destination by way of the 
blood stream. In addition to systemic symp- 
toms of bacterial invasion, one sign, which is 
quite constant and characteristic, is a notable 
induration of the gland. This hardness is due 
to increased tension within the non-elastic cap- 
sule, and may involve the entire gland or be 
limited to a part of one lobe. Pain, especially 
painful deglutition, is an early symptom, and 
localized tenderness is pronounced. Mild cases 
usually subside in from two to seven days, re- 
quiring nothing but local applications of heat 
or cold, and symptomatic treatment. 

In acute thyroiditis with severe symptoms, 
where the stony hard area is clearly defined, 
the treatment indicated is surgical. The gland 
is exposed, and when pus ‘is found, drainage is 
established. If necrosis without pus formation 
is encountered, the necrotic area should be ex- 
cised and drained. Prognosis is excellent, if no 
more than simple drainage, or removal of gan- 
grenous tissue, is quickly accomplished. At- 
tention to any tumor of the gland should be 
postponed until a later date. 

Acute infectious processes generally leave 
the gland unimpaired as to function. It is 
not unusual, however, for acute hyperthyroid- 
ism to follow acute thyroiditis; or a state of 
true myxedema may result when a very se- 
vere infection terminates in extensive necrosis 
and sloughing of parenchymatous tissue. 

Following are two case reports: 

In July, 1921, a married woman, 31 years of age, 
was seen, whose complaint was a painful, tender 
neck, associated with fever and general malaise. 
For about two years she had been treated medically, 
elsewhere, for a mild hyperthyroidism. Four weeks 
before her present illness she had suffered an acute 
flare-up of a chronic pelvic infection, recovery from 
which had been apparently good. Examination dis- 
closed diffuse tenderness of a nodular thyroid, 
which was but slightly enlarged and moderately in- 
durated. Recovery from acute symptoms was com- 
plete in 4 or 5 days, symptomatic treatment alone 
being required. But the pre-existing hyperthyroid- 
ism seemed to be stimulated into much greater 
activity, becoming steadily worse until thyroidec- 
tomy was performed three months later. 

In March, 1929, I saw in consultation a married 
woman 33 years of age. For eight days she had been 
confined to bed with a “stiff neck,” much resemb- 
ling acute torticollis, except that the complaint was 
accompanied by a septic type of fever (between 
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100° and 104°) with corresponding constitutional 
symptoms. She had three children. A medium- 
sized nodular goiter had been present since her 
last pregnancy, four years previous. Objective find- 
ings were negative but for decided muscular re- 
sistance in the region of greatest tenderness, just 
above the attachment of the left sternomastoid to 
sternum and clavicle. The true nature of the con- 
dition was not suspected until surgical exploration 
discovered an abscess of the lower pole of the left 
lobe of the thyroid. Drainage resulted in prompt 
recovery. ‘There were no sequelae. No exciting 
cause of the infection was demonstrabie, or obtain- 
able from the history. 

Of the chronic infections, tuberculosis and 
syphilis are only occasionally encountered. 
The former is probably never primary, though 
typical tubercles can be found in the thyroid 
in from 4 per cent to 10 per cent of tubercu- 
lous individuals. The disease does not excite 
metabolic disturbances, since the cellular pro- 
liferation in tuberculosis is of connective tis- 
sue rather than of epithelium. The involve- 
ment is generally so slight as to escape detec- 
tion until found at autopsy. A much rarer 
form, called struma tuberculosa, manifests 
hard nodules, difficult to differentiate from 
cancer. For this reason excision of the nodule 
for examination is indicated. 

Syphilitic gummata may appear in the thy- 
roid, causing some confusion in diagnosis. The 
treatment, of course, is medical. 

There is also a chronic infection, peculiar to 
the thyroid, which is often (almost invariably) 
diagnosed carcinoma. It is a low-grade, idio- 
pathic inflammatory affection of the gland, 
first described by Riedel in 1896, and known 
as Riedel’s iron-hard struma. A rare disease, 
its chief importance lies in its close clinical re- 
semblance to malignancy. Inasmuch as it is 
impossible to differentiate clinically from can- 
cer, surgical exploration is always advisable. 
If there are pressure symptoms arising from 
this hard, fibrous struma, only enough of the 
tumor mass is removed to free the trachea, or- 
dinarily the isthmus and a small adjacent por- 
tion of each lobe. 

GOITER 

Included in the group of toxic goiters are all 
those exhibiting evidences of thyroid hyper- 
function, whether the pathology is purely hy- 
perplasia (exophthalmic goiter) or simple or 
nodular goiter with secondary hypertrophic 
changes. The seriousness of toxic goiter can 
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be appreciated only when we realize that it 
gravely affects the cardiovascular and central 
nervous systems; that the tendency is for the 
damage wrought to these vital systems to be- 
come progressively greater and more difficult 
to repair. There is probably no disease in 
which treatment is less stereotyped, none in 
which each case is more a law to itself, than 
thyrotoxicosis. Beginning in the larger clinics 
the idea has grown that this condition calls 
for combined surgical and medical treatment; 
that, alone, either method will fall short of ob- 
taining the desired result. Patients in this 
group seek relief from weakness, shortness of 
breath, palpitation and tachycardia, easy ex- 
haustion, mental irritability, tremor, menstrual 
disturbances, and exophthalmos. Such com- 
plaints respond most promptly and permanent- 
ly to surgical treatment, preceded and fol- 
lowed by careful medical supervision. Until 
recently, preliminary ligation of the superior 
thyroid arteries was indicated in the more 
toxic cases. But in the last decade, the adminis- 
tration of iodine (Lugol’s solution) for a short 
time previous to thyroidectomy, has obviated 
the necessity for ligation in all but those few 
instances (less than 5 per cent) who, in spite 
of iodine-therapy, maintain a basal metabolic 
rate of 50 or above. The pre-operative use of 
iodine has doubtless been the greatest single 
agent in lowering operative mortality. An 
average of 40 drops of Lugol’s daily is given 
by mouth for from eight to fifteen days. At 
Johns Hopkins Hospital and other large clin- 
ics, “all patients with signs and symptoms of 
hyperthyroidism and that have an elevation of 
the basal metabolic rate, are treated before 
operation wtih Lugol’s solution, whether or 
not the goiterous enlargement be diffuse or 
nodular, similar beneficial results being ob- 
tained in both types of cases.” 

The surgical attack upon the gland itself for 
relief of hyperthyroidism should have for its 
object greatly to decrease the amount of thy- 
roid tissue. It should never be in the nature 
of emergency surgery. On the other hand, 
when the operation has the ear-marks of an 
emergency, many fatalities are bound to fol- 
low. Operative risk assumed by the hyperthy- 
roid has been reduced in the clinics of this 
country to between 1 and 2 per cent, which, as 
C. H. Mayo points out, is less than in other dis- 
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eases of similar severity. The presence of con- 
gestive heart failure often makes risk of op- 
eration prohibitive. If, however, with appro- 
priate treatment, including physiological rest, 
iodine, and sedatives, cardiac compensation 
should be restored to any reasonable degree, 
the risk of partial thyroidectomy will probably 
be less than if operation is not performed. Ac- 
cording to Lahey, “if there is any uncertainty 
as to a patient’s ability to withstand a one- 
stage procedure, select for her the two, or 
even three, stage operation. If one is to err in 
the matter of too much or too little surgery, 
let the decision always be on the side of safe- 
ty.” 

A considerable degree of success has un- 
doubtedly been obtained by x-ray radiation of 
the hyperfunctioning thyroid, especially in 
early cases exhibiting mild symptoms, and in 
those showing relapse after operation. Ad- 
ministration of iodine has largely replaced radi- 
ation in pre-operative treatment, though some 
men have found the x-ray of value in prepar- 
ing the iodine-resistant cases for operation. 
The chief objection to roentgenotherapy as a 
curative measure is that, at best, the dose of 
radiation is a matter of guess-work. If insuf- 
ficient, symptoms are not controlled or will re- 
turn; while hypothyroidism always follows too 
heavy dosage. Among the best authorities the 
consensus seems to be that the uncertainty of 
the results of radiation, and the inadequacy of 
medical treatment alone, serve but to empha- 
size the truth of the dictum that “diagnosis of 
hyperthyroidism is the indication for surgery.” 
Recurrence of thyrotoxicosis is seen in only 
3 to 4 per cent following radical operation; 
truly a small incidence of failure. 

Under the classification of non-toxic goiter 
are considered those not associated with signs 
of thyrotoxicosis. Simple goiter commonly ap- 
pears at puberty. Only rarely, when disfigure- 
ment or mechanical symptoms caused by an 
unusually large goiter, are marked, is surgery 
suggested for these adolescent patients. Bilat- 
eral partial lobectomy is then the usual proce- 
dure. 

Non-toxic goiter in the adult is a different 
matter. Whether colloid or adenoma, diffuse 
or nodular, it should be looked upon as a con- 
stant menace to the health of the individual. 
I: is well to remember that in the mature pa- 
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tient there is no such thing as innocent goiter. 
Indications for removal of non-toxic goiters 
are three in number, and appear to be rational 
and indisputable. 

First: The ever-present danger of malignan- 
cy. Authorities agree that about 90 per cent 
of cancers of the thyroid occur in goiters 
which have been apparently benign for from 
one to fifteen years. There being no way, clin- 
ically, of determining early malignant change 
in these tumors, it is only a safe rule that in 
patients over 25 years of age all goiters should 
be removed. Surgical risk is practically nil, 
less than 9.5 per cent, and is not to be consid- 
ered in view of the fact that the only cases of 
malignant struma which have more than a 
slight chance of permanent cure are those in 
which thyroidectomy was done, presumably 
for a benign condition, the discovery of malig- 
nancy .being made by the pathologist. If at 
time of operation the pathological report is 
early malignancy, or doubtful benignancy, the 
involved lobe should be completely extirpat- 
ed; and if the other lobe cannot be shown to 
be benign beyond reasonable doubt, total thy- 
roidectomy is indicated. Thorough irradiation 
should always supplement the operation. It 
is necessary, while performing complete thy- 
roidectomy, to exercise especial care to pre- 
serve the posterior capsule with its contained 
parathyroids. Whatever hypothyroidism may 
follow, can be controlled by the giving of thy- 
roid extract, or thyroxin. But parathyroid de- 
ficiency is serious, and much more difficult to 
treat. 


The second indication for operation on the 
so-called “innocent” goiter is concerned with a 
rather large group of sub-toxic cases. The ten- 
dency for nodular goiters to undergo toxic de- 
generation is notorious. But symptoms of tox- 
icity are often very mild, with frequent and 
prolonged remissions, and therefore, easily 
overlooked by the clinician. The sub-toxic pa- 
tient is suffering, nevertheless, from low- 
grade hyperthyroidism, which slowly, over ‘a 
period of years, undermines the cardiovascu- 
lar and nervous systems, and may finally lead 
to fatal heart disease or hypertension. The 
causal relationship of the thyroid is often en- 
tirely unsuspected, and can be decided only by 
careful periodic examinations and painstaking 
diagnosis. An increased basal metabolism rate 
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in the presence of heart disease would be very 
suggestive, since a B. M. R. of plus 20 or more 
is not part of the clinical picture of ordinary 
heart disturbances. Histologically the findings 
are those of toxic adenoma, with colloid-filled 
acini, and areas of hypertrophic parenchyma 
outisde the acini. Since both lobes are gener- 
ally involved, microscopically if not macro- 
scopically, the logical operation is double par- 
tial lobectomy. Writers agree that when hy- 
perthyroidism is associated with unilateral ad- 
enoma at any age, it is safest to perform a bi- 
lateral resection. Results of operation on pa- 
tients in this group, while not as spectacular 
as in the frankly toxic cases, are none-the- 
less gratifying and enduring. 


The third reason for surgical removal of goi- 
terous tumors is seen when the increased size 
of the diseased gland has resulted in disfig- 
urement, or pressure symptoms, or both. The 
function of the gland seems normal; its size 
and shape are abnormal. Though it has been 
shown by actual measurement that some re- 
duction in size may follow administration of 
iodine in selected cases, results are usually far 
from saitsfactory, and never as good as from 
surgery. Symptoms due to the mechanical 
pressure of the enlarged gland upon surround- 
ing structures vary all the way from a sense 
of fulness in the neck, to severe dysphagia 
(from pressure on the esophagus), or marked 
dyspnea (from narrowing of the lumen of the 
trachea). It should not be forgotten that even 
slight distortion of the trachea can become a 
serious complication in infections of the upper 
respiratory tract. Tumors developing, or ex- 
tending, under the sternum are especially li- 
able to cause pressure symptoms. Any goiter, 
therefore, showing a tendency to become sub- 
sternal, should be promptly removed. The ad- 
vantages of operating on substernal goiters 
before they become very large, are obvious. 


As relief from the unsightliness of a large 
goiter, no treatment offers such good cosmetic 
result as does a well-performed thyroidectomy. 
Also, there is no operation in which it is more 
important to get an “invisible,” non-adherent 
scar. In young individuals there is an excel- 
lent chance that simple thyroid enlargements 
will subside, and for these it is both safe and 
wise to do nothing. 
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MALIGNANCY 

The prevailing belief that cancer of the thy- 
roid is extremely rare, is erroneous. The etiol- 
ogy of the neoplastic change is not known, 
more than that the presence of nodular goiter 
is a strongly predisposing factor. Malignancy 
is so seldom associated with the exophthalmic 
type that this source is really negligible. That 
it is present, however, in between two and four 
per cent of simple goiters in patients over 25 
years of age, is found in the statistics of Euro- 
pean and American clinics. Moreover, in nine 
out of ten cases of cancer of the thyroid there 
is history of pre-existing benign tumor. Re- 
moval of such tumors before there is the least 
sign of malignancy is certainly the best pro- 
phylaxis. 

Malignancy arising in adenoma comprises, 
according to Mayo and Crotti, from 80 to 90 
per cent of all malignant strumas. Second in 
frequency to show malignant change is the 
papilloma. The point to emphasize is that op- 
erative mortality in cases where malignancy 
could not be detected except by the patholo- 
gist, is about 1 in 300, with 95 per cent of per- 
manent cures. 

Signs and symptoms pointing to a diagnosis 
of malignancy are, unfortunately, seldom pres- 
ent until the growth has broken through the 
capsule of the gland and invaded surrounding 
structures. The Mayo Clinic finds the basal 
metabolism rate to be of no diagnostic im- 
portance in the different items of malignancy. 
History of recent rapid growth is very sus- 
picious. Early in its process of extension the 
tumor mass may be unilateral. It is hard and 
nodular, fixed in its bed. The patient com- 
plains of an uncomfortable sense of pressure 
in the neck, dyspnea, and loss of voice because 
of paralysis of a vocal cord. When from such 
history and physical findings the diagnosis is 
apparent, it is likely that no surgery, other 
than palliative, can be justified, since few, if 
any, have been cured by surgical or other 
means. Immediate surgical mortality is high 
(10 to 20 per cent), and even though metasta- 
sis may not be demonstrably present, recur- 
rence is almost certain to follow. The average 
postoperative expectancy of life is stated as 
follows: for sarcoma, six months; for carci- 
noma, one year and five months. It is prob- 
ably better to consider these patients inoper- 
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able. In no other malignant condition are ra- 
dum and x-ray of greater value, though cures 
can hardly be expected. Results reported by 
German radiologists and by Craver in Amer- 
ica, are better than those accomplished by sur- 
gical procedures. 


CONCLUSIONS 

In infections of the thyroid, surgery is de- 
manded in severely acute cases. Also, in the 
chronic conditions, Riedel’s struma, and struma 
tuberculosa, exploratory operation is often 
necessary to differentiate from cancer. 

Except in the simple, diffuse enlargements 
of adolescence, surgery alone, or combined 
with medical treatment and radiation, is indi- 
cated in the treatment of all benign goiters 
whether toxic or non-toxic. Surgery with ir- 
radiation is the ideal therapy for early mal- 
ignancy. The clinically malignant goiter is 
seneral'y inoperable. 
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NOTE 

(A companion article to the foregoing, entitled 
“What to Expect from Surgery in Treatment of 
Exophthalmie Goitre,” by Drs. W. L. and C. P. 
Brown and J. L. Murphy, of El Paso, will appear 
next month. It was omitted from this issue owing 
to delay in preparing the accompanying statistical 
tab'es ) 
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X-RAY AND RADIUM TREAT- 
MENT OF HYPERTHY- 
ROIDISM 


JOHN W. CATHCART, M. D. 
El Paso, Texas 


(Read before the Nineteenth Annual Session of 
The Medical and Surgical Association of the South- 
west, held at El Paso, Texas, Dec. 7 to 9, 1933). 


That hyperthyroidism is an important symp- 
tom complex in this section of the country, is 
evidenced by the vote of this society to con- 
sider its treatment by the three outstanding 
methods in vogue today, namely, surgical, by 
irradiation, and medical. It is my privilege to 
present the subject from the viewpoint of the 
radiologist. We do not wish, however, to be 
considered as depreciating the value of the 
other two methods and, likewise, we trust the 
other essayists will give to radiology the credit 
it deserves. It required about thirty years for 
the surgeons to convince the medical men that 
surgery was an accepted treatment for goiter 
and now, after about thirty years, the radiolo- 
gists are accumulating statistics of such value 
that radiology is being considered favorably 
in many quarters. 

The subject then resolves itself into a dis- 
cussion of the following points: (1) Is any one 
of the three methods of such value that the 
others may be discarded? (2) Shall the treat- 
ment be selected for the individual patient? 
(3) Are there cases in which a combination of 
all three methods are desirable? 

What constitutes hyperthyroidism? For the 
purpose of this paper, there may be discard- 
ed the many anatomical and pathological clas- 
sifications applied to thyroid glands with an 
excess of secretion, and it is assumed that ex- 
cessive function may be associated with a 
gland normal in size, a gland that has hyper- 
trophied, or a gland containing adenomatous 
tissue or an excess of colloid. 

Whether it is infectious in orgin, or due, as 
more generally believed, to a deficiency of io- 
dine in the plant life and drinking water of the 
communities where goiter is endemic, has lit- 
tle bearing on the question of irradiation ther- 
apy. It is, however, interesting in this con- 
nection to note that the Department of Agri- 
culture has determined that, in regions where 
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sows give birth to myxedematous pigs, it is 
only necessary to feed the sows food from a 
non-goiterous region to have them produce 
normal pigs. 

Clinically the picture of hyperthyroidism is 
characterized by tachycardia, fine tremor, 
nervousness, flushing, sweating in palms, loss 
of weight and strength without decreased ap- 
petite, tolerance to cold, intolerance to heat, 
vomiting and diarrhea, high basal metabolic 
rate, and exophthalmos in about 10 per cent of 
cases. The necessity for a complete examina- 
tion is in no class of case more essential than 
in hyperthyroidism. While the many abnor- 
mal conditions present in these patients are 
variable, they very frequently have a direct 
bearing on the case. The basal metabolism 
test is the most useful of the laboratory pro- 
cedures, but, like many laboratory procedures, 
must be accurately performed and evaluated 
if its results are not to be misleading. In the 
absence of a metabolism apparatus the D.V.A. 
(duration of voluntary apnea) as advocated by 
Drs. Bartlett and Bartlett’ may be substituted. 
The normal individual should be able to hold 
his breath on full inspiration for 72 seconds, 
and on expiration, 48 seconds. The general 
average of the cases upon which they operat- 
ed was 47/24. Where the D.V.A. dropped to 
22/13 the case was considered a poor surgical 
risk. 

Suitable for irradiation (irradiation is treat- 
ment by x-ray or radium) are all forms of 
toxic goiter in which the tumor is not produc- 
ing marked pressure symptoms. Also any 
case where surgery is contra-indicated by rea- 
son of an intercurrent disease such as dia- 
betes, heart disease, and so forth. 

Irradiation therapy of hyperthyroidism is 
free from many of the objections to surgery. 
The mortality is zero. There is no question of 
safe anesthetic. No detailed technic which 
may go wrong and injure the recurrent laryn- 
geal nerve or the parathyroids. No air em- 
bolism; no acidosis; no post-operative toxic 
crisis. There is little wonder that the sur- 
geon approaches thyroidectomy with serious- 
ness. Irradiated patients are seldom hospital- 
ized and in most instances continue with their 
usual occupations, giving only added special 
attention to rest and diet. It is easier to se- 
cure the cooperation of the irradiated cases as 
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they are not so prone to do as they please be- 
cause of the feeling that the operation is the 
whole of the cure. Again they are contacted 
more often and their daily life and habits are 
better regulated. 

There is no danger to the parathyroids, and 
myxedema very seldom follows irradiation. The 
length of time required for treatment by irra- 
diation is used as an argument in favor of sur- 
gery, but this is not as great as it might seem. 
The average surgical preparation takes about 
two weeks; allow two weeks for the operation 
and thirty days for convalescence, and two 
months have. been used. During that same 
time a patient being treated by irradiation 
should show a marked improvement although 
he will still be under treatment. Again, where 
the surgeon has had only one guess as to the 
amount of tissue to be removed, the radiolo- 
gist has several and has the advantage of be- 
ing guided by the patient’s progress and basal 
metabolic rate. 

The question of injury to the heart through 
delay by patients first trying irradiation seems 
not to be well founded. Holznecht,’ who has 
reviewed the literature, failed to find a single 
case that had been injured by delay. On the 
contrary, there are many eminent surgeons 
who advise irradiation to prepare their worst 
cases for operation. There are others who be- 
lieve irradiation to be suitable for cases with 
a basal metabolic rate below 40. 

There are certain advantages to surgery. 
The length of time until the maximum ad- 
vantages are secured is shorter and there are 
probably a few less recurrences, although 
from available statistics it is impossib'e to 
give definite figures for either form of treat- 
ment. 

Often we hear patients advised that they 
should have their thyroid removed to prevent 
the possibility of malignancy. It would seem 
that malignancy should not enter into a dis- 
cussion of hyperthyroidism. Pemberton and 
Frick’, reporting on 161 carcinomas of the 
thyroid gland at the Mayo Clinic, state that, “In 
none of our cases did carcinoma arise in ex- 
ophthalmic goiter.” Hertzler,“ states that he 
has never been able to convince himself that 
he has cured a malignant tumor of the thyroid 
by operation and believes that it is well to 
stick to the basic truth that glands that are 
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hyperactive are not malignant. Pfahler’, by 
correspondence with eight of the outstanding 
radiolog:sts of this country, traced the results 
in over 1200 cases of toxic adenoma that had 
been treated by irradiation, and found not one 
in which malignant degeneration subsequently 
took place. He, therefore, concluded. “Since 
carcinoma of the thyroid seems to be espe- 
cially sensitive to irradiation, we may in fact 
be preventing or curing such early degenera- 
tion.” It is well also to note that in El Paso, 
not being in a goiter district, the normal ratio 
of malignancy to goiter, ie. 1-300, is low and 
malignancy is met with here far more fre- 
quently than the general average indicates. 

Results of irradiation treatment have been 
well shown by Menville’, who collected from 
seventy-five radiologists their results in 10,- 
541 cases. Percentage of cures are given as 
65.22 per cent. Marked improvement, 21.05 per 
cent. Recurrences, 8.45 per cent. Failures 12.4 
per cent. Treated after operation, 9.95 per 
cent. Number of cases in which surgery failed, 
979. Mneville notes in connection with the sur- 
vey that the poorest results, as in surgery 
come from the smallest groups treated. It is 
probably only fair to assume that, if we had a 
large radiological institute treating goiter by 
irradiation, much better results would be ob- 
tained. The ability of such a group to control 
the many factors, such as focal infection, over- 
work, fear and worry, family disharmony, 
gastro-intestinal symptoms, subjective heart 
symptoms, and the many other allied patholog- 
‘cal condit'ons, would be a big factor in im- 
proving the end results. 

Krause’ has collected 1342 cases treated 
by irradiation and gives the results as good 
in 82 per cent; poor, in 18 per cent. From 
these and various other tabulated results, one 
must conclude that irradiation as practiced 
during the past ten years gives, on an aver- 
age, 65 per cent of symptom-free patients. 
Fifteen to 20 per cent improved and returned 
to the’r occupations. Ten to 20 per cent do 
not improve and it is in this latter group that 
more careful diagnostic care should be exer- 
cised before abandonment or condemning the 
treatment. 

Statistics in goiter must, however, be taken 
&S approximate only, for any statement as to 
results that does not take into consideration 
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the life span of the patient, is not complete. 

The surgical mortality rate so often quoted 
and originating from a few large clinics, un- 
fortunately does not represent the true status 
of the goiter patients. It also gives a wrong 
impression when it fails to take into consid- 
eration the many postoperative complications. 
These are very nicely handled by Jackson’, 
who, in a recent issue of the Journal of the 
A.M.A., lists the number as twenty-three. 

In our treatment we have used the x-rays 
and radium interchangeably, considering them 
of equal value. The radium has been used 
principally on highly toxic cases with fibrilla- 
tion to such an extent that the patients were 
confined to bed in their homes or in a hos- 
p:tal. The radium technic consists of block- 
ing-off the thyroid and applying 100 milli- 
grams, heavily screened, at a distance of 3 
cm. Fifteen hundred milligram hours is giv- 
en at a treatment; the second treatment is giv- 
en in two weeks, and after that every third 
week. 

The x-ray technic consists of 140 KV 5 milli- 
amperes, 12 minutes, filtered through 4 milli- 
ameters of aluminum, at a distance of 38 cm. 
This treatment is given through each of 
two semilateral ports and extends down over 
the thymus area, as it has been shown that the 
thymus is frequently enlarged in goiter cases. 
The same interval is used as in radium treat- 
ments. Neither of the above technics will pro- 
duce structural changes in the tissue that will 
in any way interfere with a subsequent opera- 
tion, should it be deemed advisable. In a 
test made elsewhere, it was shown that neither 
surgeon nor pathologist can pick the cases that 
have been irradiated. Adhesions are some- 
times present at operation, but these are the 
result of inflammation in the diseased gland 
and occur in the untreated as often as in the 
treated cases. 

Irradiation acts on the gland by first re- 
ducing the secretion of thyrotoxin; later, this 
is followed by a shrinkage in the tumor. The 
thyrotoxicosis disappears more rapidly than 
the goiter. 

Iodine in the form of Lugol’s solution, five 
to ten drops in milk t.id. pe., or quinine hy- 
drobromide, Gr. V t.i.d. pe., is used as an ad- 
juvant during the early weeks of the series of 
treatments, but is discontinued as the basal 
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metabolic rate approaches normal, thus leav- 
ing to irradiation to establish the normal 
amount of secretion to be retained. 

Our patients were referred for treatment by 
physicians of outstanding ability who would 
not continue to refer cases for irradiation in 
preference to surgery if results were not 
equally as satisfactory, for it is a well-known 
fact that all too often it falls to the lot of the 
internist to discover the patient behind the 
thyroid and worry along for years with the 
patient registered as cured, in the surgical 
column. 

A brief review of eighty-three cases treated 
since 1924, is presented. A few cases treated 
prior to 1924 are not included in the series, 
due to lack of proper basal metabolism con- 
trol. 

From this group we are excluding four 
cases: one, a woman of 72 with a basal meta- 
bolic rate of plus 17, in which the attending 
physician has changed the diagnosis; three 
patients who were operated upon after the 
second treatment, before sufficient time had 
elapsed to properly evaluate the treatment. 
Six of the cases in this series had been prev- 
iously operated upon and had recurrences. In 
this group, sixty-five were females and four- 
teen were males. The age limits varied as 
follows: 

Under 20 7 
20 to 30 20 
30 to 40 27 
40 to 50 12 
50 to 60 8 
60 to 70 5 

The average metabolic rate at the beginning 
of treatment was plus 31.58, and at the com- 
pletion of treatment, minus 1.25. The aver- 
age gain in weight was 8 pounds. 

The average number of treatments given in 
our series per patient, was 7. 

Three patients treated by irradiation have 
returned because of recurrences: one after six 
years; the others after two years. There may 
be others who have had recurrences that have 
not been reported, as the follow-up system is 
by no means perfect. It is impossible to give 
statistics as to final results in so recent a ser- 
ies, but from our experience we feel justified 
in drawing the following conclusions: 

1, Irradiation is a therapeutic measure of 
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comparable value with surgery in the treat- 
ment of hyperthroidism, in all cases not com- 
plicated by an excessive size of the gland fron: 
colloid or cystic material or the presence of a 
large amount of fetal adenomatous tissue. 

2. Irradiation is superior to surgery in the 
adolescent enlargement with thyrotoxic symp- 
toms, under 20 years of age. 

3. The zero mortality, absence of pain and 
suffering, as well as the economic advantage 
of irradiation, are decidedly in its favor. 

4. The internist is still a major factor in 
the care and treatment of hyperthyroidism 
and there exists greater need for closer col- 
laboration between the surgeon, radiologist, 
and internist. 
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THE HEART IN THYROID 
DISEASE 


G. WERLEY, M.D.., 
E] Paso, Texas 


(Read before the Nineteenth Annual Session of 
The Medical and Surgical Association of the South- 
west, held at El Paso, Texas, Dec. 7 to 9, 1933). 


The two thyroid ailments causing heart 
symptoms are hyperthyroidism and hypothy- 
roidism. 

Is the general fear of heart failure in hyper- 
thyroidism justified? 

Is it the main cause of death in hyperthy- 
roidism? 

How badly is the heart injured by prolong- 
ed hyperthyroidism? 

Is iodine injurious? 

What are the effects of hypothyroidism or 
myxedema on the heart? 

CASE 1. Real estate man, aged 52 years, was 
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referred by Dr. J. D. Love, Dec. 31, 1925, for heart 
disease. I found him bedfast, greatly emaciated, 
nervous, very restless, appetite poor, some vomiting, 
constipated, mouth foul, tongue coated, heart rapid 
—150 per minute and tumultuous in action. He 
had gone from 180 to 115 lbs. in weight. 

For ten years he had had similar spells of short 
duration, with intervals of a year or two of very 
good health. For some time the diagnosis was in 
doubt but finally eye signs and goiter put the label 
on his ailment. 

Under iodine the heart rate fell to 100, the fibril- 
lation stopped, the blood pressure rose from 90 sys- 
tolic to 120/76. In two months he gained 15 
pounds and his metabolism was plus 7. July 7, 
1926, his heart was again fibrillating, pulse 120 af- 
ter being off iodine only ten days. Iodine was re- 
sumed and in a week the heart was again regular, 
pulse 96. 

During the next two years he continued to pass 
through the same cycles. Finally fibrillation be- 
came permanent, mental derangement followed 
and he was sent to the State Hospital in San An- 
tonio, where iodine was continued, with rest and 
forced feeding. Oct. 14, 1929, he wrote that he 
had gained 67 pounds, that the goiter was smaller, 
the pulse 80, and that his strength had returned. 
He died in 1931, cause unknown. 

One must consider that this man’s hyper- 
thyroidism began in 1915, a total duration of 
sixteen years. At the end of this time he ap- 
parently had less heart faliure than when I 
first saw him. This I think discredits the idea 
that unchecked hyperthyroidism will soon 
damage the heart beyond repair. It is also to 
be noted that the iodine did not lose its effect 
but caused a remission of his crises promptly. 
In a considerable experience with iodine in 
hyperthyroidism among laboring people, I 
have seen nothing but benefit from its use 
continued for years. I think the fear and ap- 
prehension as to the injurious effects of iodine 
in goiter have about subsided. Haines’ of the 
Mayo Clinic now says that in hyperthyroid- 
ism iodine should be adminsitered constantly 
and not intermittently during the course of 
the disease. McClure’ is not at all convinced 
that overdosage of iodine does any harm. In 
the Johns Hopkins Syphilitic Clinic, in a 
series of 6000 patients, some taking as high as 
120 grains of iodides daily for 12 months not 
a single case developed hyperthyroidism. In 
a Detroit clinic with over 3000 cases taking 
iodides, only one or two have come under sus- 
picion of developing hyperthyroidism, and this 
in a ‘goiter region. Dautrebande’ in Belgium 
has found long steady administration of Lu- 
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gol’s solution, 10 to 40 drops daily, and larger 
doses if the metabolism is not controlled, to 
produce excellent results in 75 per cent of his 
cases of hyperthyroidism of both types. He 
continues it for a year after operation. So I 
think the general practitioner should make 
full use of this drug; and the fact that iodine 
had been given sometime in the past should 
not be blamed for surgical mortality that is in- 
evitable in the best of hands in certain cases. 

I think this case too, shows that the danger 
of heart damage is not so imminent as often 
imagined, and haste in operation is séldom 
necessary, especially where intelligent medical 
treatment can be carried out. At the same 
time, surgery or radiation in this case might 
have resulted in cure. Personally I have had 
no permanent cures without one or the other 
of these aids, although some mild cases appar- 
ently make spontaneous recovery. 

CASE 2. Salesman, age 48 years, was referred by 
Dr. Rogde for diagnosis, Sept. 3, 1930. He com- 
plained of palpitation, dyspnea, and smothering 
spells. He had lost much weight in spite of a good 
appetite. 

In 1919 he had pyelitis and his weight fell off 
from 200 to 140 pounds. Another time all his teeth 
were extracted and he lost 35 pounds. For the last 
year his legs and scrotum had been swollen. Six 
days before I saw him his chest had been fluoro- 
scoped and a dense shadow was seen in the right 
lower lobe more marked next to the diaphragm and 
spreading upward. This, with a palpable rather 
hard liver, suggested a probable malignancy. 

On examination his whole body was edematous. 
There was a large amount of acites and some fluid 
in both pleural cavities. Blood pressure 140/80, 
heart absolutely irregular, vessels of neck pulsating. 
The heart dullness extended 4 cm. to the right of 
the midsternal, of good tone with no murmurs. So 
far no diagnosis had been made. His right pleural 
cavity was aspirated and he was given digitalis and 
theosin. After this another x-ray examination 
demonstrated the absence of lung tumor. As the 
edema subsided, the right lobe of the thyroid was 
large and the isthmus easily palpable. This, with 
his history, made hyperthyroidism quite certain. 
Basal metabolism was plus 40. 

He was given Lugol’s solution and sent for x-ray 
treatment. At the end of three weeks he was feel- 
ing much better, no edema except for varicose veins 
in the legs. He had gained seven pounds, and his 
fibrillation had stopped. Six months later the left 
border of the heart was 10.5 cm. from the midsternal 
line, basal meabolism plus 17. He was still on io- 
dine. Dec. 31, 1931, the metabolism was minus 15. 
For the past two years he has been working con- 
stantly, carrying much responsibility and going to 
high altitudes with no signs of heart failure. 
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While the diagnosis of hyperthyroidism is 
said to be easy I have not found it so in all 
cases. This man had traveled from Mexico to 
San Francisco and New York and no one had 
mentoined hyperthyroidism. The case illus- 
trates the efficiency and safety of x-ray treat- 
ment where surgery would hardly be attempt- 
ed. Charles Mayo has often said that hyper- 
thyroidism is never a surgical emergency. 

The rapidity and completeness of this pa- 
tient’s recovery supports the growing belief 
that uncomplicated hyperthyroidism is not 
capable of causing permanent heart disease. 

It has been the common opinion among sur- 
geons and others that death in hyperthyroid- 
ism is due to the heart. Willius* says that such 
has not been their experience at the Mayo 
Clinic: “In 178 autopsied cases, congestive 
heart failure occurred in twenty-seven. In 
eighteen of these (67 per cent) coronary scle- 
rosis, acute or chronic pericarditis, rheumatic 


endocarditis, or syphilis, was present. In nine | 


cases (5 per cent of the 178 cases) there was 
found no other cause for congestive heart fail- 
ure than hyperthyroidism.’ Hyperthyroid cas- 
es are found to die of infections, pneumonia, 
arterial embolism, pulmonary infarction, and 
so forth, and are not exempt from cancer of 
the stomach, leukemia, and other fatal diseas- 
es. Even where heart failure occurs, it is gen- 
erally quite chronic, as in the two cases just 
discussed, and the heart is not progressively 
damaged. 

There has been much recent work on the 
heart failure of hyperthyroidism and in gen- 
eral the findings agree with those of Rake and 
McEachern,* who say that: “Both autopsy and 
experimental material point to the fact that 
hyperthyroidism by itself produces no spe- 
cific lesions in the myocardium.” 

According to Yater,’ heart failure occurs in 
hyperthyroidism because of the direct action 
of thyroxin on the heart muscle, increasing 
the rate and energy of contraction. With the 
increased rapidity of the circulation, there is a 
corresponding increase of metabolism in the 
heart and other tissues, and with this an ex- 
cess of metabolites in the blood stream. The 
local action of these metabolites in the ves- 
sels causes peripheral vascular dilatation, and 
this accounts for the wide pulse pressure and 
the jumping carotids in these cases. The cir- 
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culation of the blood is speeded up at times to 
almost double the normal, while the widening 
of the peripheral blood stream increases the 
volume of the blood and puts the heart to a 
great mechanical disadvantage, leading finally 
to exhaustion of its reserve and heart failure 
in certain cases. 

The whole cardiovascular upset results from 
an unmanageable thyroid pouring too much 
thyroxin into the blood, and can be stopped 
only by destruction of the gland by surgery or 
x-ray. The conquest of hyperthyroidism re- 
ma:ns to be accomplished. The prevention of 
goiter by iodine has already reduced the prev- 
alence of hyperthyroidism, and this partial 
success in therapy may lead to other discov- 
eries. Finally, hyperthyroidism is destined to 
become a purely medical disease. 

CASE 3. A school principal, age 57 years, had a 
thyroidectomy, April 25, 1926. Her hyperthyroid- 
ism had lasted a year or more and was complicated 
by a mild psychoneurosis of periodic type. Her 
basal metabolism was 131, blood pressure 200. She 
had lost 60 pounds in weight and was easily ex- 
hausted. She had angina pectoris in 1924. 

A year and a half after thyroidectomy she was 
referred to me for heart examination. She had 
been urged to walk to build up her strength but was 
completely exhausted after going four blocks. She 
had attacks of sudden nocturnal dyspnea, spells of 
dizziness, nausea, diarrhea, and fever, was very 
emotional, cried easily, had a poor memory, taking 
half a day to write a letter. Her speech was slow 
and hesitating, hair and skin dry, face swollen. The 
heart appeared normal, sounds well produced, with 
no murmurs. An electrocardiogram showed low 
complexes in all leads. I made a diagnosis of myx- 
edema and suggested thyroid, 3 grs. daily. However, 
she put off taking it until in Rome, a month or 
two later, the diagnosis was confirmed by Dr. 
Colazza and she at first took six grains of thyroid 
daily, but this had to be reduced to 2 or 3 grs. She 
made rapid improvement but is still on thyroid. 
Her mental condition is quite normal, she walks 
long distances with only slight dyspnea. Blood 
pressure 144/88. The electrocardiogram shows nor- 
mal voltage and normal T and R waves. 

Myxedema after thyroidectomy may be 
slow in developing and heart failure may come 
still later. With the administration of thyroid, 
the heart muscle is stimulated and the speed 
of the circulation increased. Lack of thyroxin 
causes general muscular weakness including 
the heart, and the speed of the circulation is 
reduced, falling parallel with the metabolism. 
Poor blood supply to the brain accounted for 
her mental sluggishness and poor memory. 
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The early giving of thyroid has prevented 
damage to the heart. In myxedema there is 
increased cholesterol in the blood, coronary 
sclerosis is common, and angina pectoris oc- 
curs in some cases. 

The two following cases were operated in a 
well-known Cleveland clinic. 

CASE 4. Housewife, age 52 years, was seen, with 
Dr. Mallory, Jan. 11, 1927. Her heart was fibril- 
lating before operation in Ohio. After operation 
she was very weak, blood pressure low and heart 
action feeble, with coupled beats. These disappear- 
ed under atropine. The electrocardiogram showed 
very low voltage in all leads. She was given one- 
quarter grain of thyroid t.id. and six days later 
the electrocardiogram showed normal T waves and 
greatly increased voltage. She continued taking 
thyroid and made a very good recovery. 

CASE 5. Male, age 49 years, came to me for sev- 
eral years for nervousness. He always improved on 
iodides, which relieved his aches and pains, and I 
was satisfied with a diagnosis of neurosyphilis. 
Later he developed typical hyperthyroidism and was 
operated in Cleveland. Six months after the op- 
eration he was unable to work, was completely ex- 
hausted on effort of any kind, memory poor, dizzy, 
and so uncertain of himself that he could not drive 
his car. Skin was rough and dry, eyes puffy. His 
myxedema responded well to thyroid, 3 grs. daily. 
He still takes it at intervals. 

Myxedema is the same disease whether post- 


operative or not. 

CASE 6. Mexican woman, age 59 years, was re- 
ferred to me by Dr. Love, Oct. 30, 1933, because of 
prolonged and unmanageable heart failure. Her 
legs, feet, and body had been edematous for sev- 
eral years, but for the last three months much 
worse. She was exhausted by the mildest exertion 
and unable to sleep except in a sitting position. On 
account of previous free use of alcoholic drinks, 
cirrhosis of the liver was suspected and she was 
sent to the City-County Hospital for study in Sep- 
tember. 

She was very cyanotic and dyspneic. Tempera- 
ture 98.6°, pulse regular, 88, respiration 26. Lungs 
Showed a few dry rales. Heart sounds normal, no 
murmurs. Laboratory report; red cells 6,850,000; 
hemgb. 135 per cent; leukocytes, 10,800. Urine nor- 
mal except for albumin plus. The diagnosis at the 
hospital was heart failure with edema and nephritis. 

Digitalis and salyrgan treatment was given and 
the belly tapped, but no fluid was obtained. On 
two ocacasions, 500 cc. of blood were withdrawn 
from a vein. She left the hospital in ten days, some- 
what improved. 

I saw her two months later. She was still on 
digitalis, but her condition remained the same. She 
was drowsy all the time. Her speech was slow and 
uncertain; she complained of being cold all the 
time. Her skin was dry, arms hairless, face swol- 
len, girdle obese, abdomeri large and pendulous, 
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buttocks and hips thickly padded with fat. Weight 
295 pounds. Circumference of abdomen, 53 inches. 
The heart appeared but slightly enlarged, sounds 
well produced, no murmurs. Blood pressure 130/88. 
Wassermann and Kohn tests negative. Hmgb. 100 
per cent. The evidence pointed to myxedema. The 
thyroid was not palable. The digitalis was stopped 
and thyroid, 33 grains daily, and Epsom salts were 
ordered. Three weeks later when I visited her she 
was at work. Her edema was nearly gone, her 
drowsiness had disappeared and mental condition 
was normal. Electrocardiogram at this time was 
normal except for notching of R in lead 2. 

Heart faliure due to organic disease alone 
does not respond to thyroid. We must consid- 
er the heart failure and edema in this case as 
due to feeble heart action from thyroid defi- 
ciency. A similar picture has been produced 
in thyroidectomized sheep—flabby heart, ab- 
sence of cross striation in heart muscle, as- 
cites, and so forth. In these animals arterio- 
sclerosis also resulted.’ 

The medical treatment of myxedema is quite 
dramatic in its results and should be attended 
to before organic damage to the heart has re- 
sulted. The danger from this source is greater 
than in hyperthyroidism. 

In some instances, it is said, heart failure or 
angina pectoris has been caused in myxedema 
cases by over-stimulation of the weakened 
heart. I have had no such experience and sus- 
pect that in these cases the dosage of thyroid 
may have been too large. 
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HYPOTHYROIDISM 


S. C. DAVIS, M. D. 
Tucson, Arizona 


(Read before the Nineteenth Annual Meeting of 
The Medical and Surgical Association of the South- 
west, at El Paso, Texas, Dec. 7 to 9, 1933). 


This paper is to be brief—nothing new or 
scientific—just my own observations in daily 
practice. 

During the mad rush of prosperity, with 
only thoughts of big things such as the study 
and development of ultra-scientific medicine 
and special surgery, the minor complaints and 
ailments have frequently been neglected. 
About ten year's ago, I became interested in 
hypothyroidism after observing a patient, who 
had been below weight for several years, 
gradually attain a normal weight by taking 
thyroid. Since that time I have realized that 
“being tired” does not always mean overwork 
or tuberculosis. The results of thyroid medi- 
cation have been most gratifying. In our en- 
thusiasm, we think in the vernacular of the 
soap-box orator who speaks of “making the 
fat lady lean, and making the lean lady—fat.” 

It has been stated that the thyroid and para- 
thyroid, by means of an internal secretion, ex- 
ercise an important control over the process 
of metabolism in the body. We could further 
say that the function of the thyroid is to neu- 
tralize or destroy toxic substances formed in 
the metabolism of the rest of the body. In my 
opinion, our locality has a far greater percent- 
age of hypothyroidism than any other section 
of the country; whether or not this is due to 
altitude, amount of sunshine, lack of humidity, 
or chemistry of the water supply, we have 
been unable to determine. Since it is well- 
known that hyperthyroidism is most prevalent 
in the Northwest and around the Great Lakes, 
where rainfall is abundant, why should we not 
assume that the lack of rainfall in our own lo- 
cality, where we have a minimum amount of 
rain, would account for the greater percent- 
age of hypothyroidism. We may be assuming 
too much in believing that our locality has a 
greater percentage of hypothyroidism than 
other parts of the country, but with the great- 
er percentage of hypothyroidism as compared 
to the lesser percentage of hyperthyroidism, 
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we still believe that we are justified in think- 
ing that it is a fact. For comparison, I submit 
the following chart: 

+34 
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During the years of 1932 and 1933, we ran 
568 metabolisms on 441 patients; note compar- 
ison of 147 pluses, 402 minuses, and nineteen 
naughts. We consider plus 1 to plus 16 normal, 
but therapeutically, we would consider all be- 
low a minus 5 pathological. The great differ- 
ence in ratio is demonstrated by the number 
of 34 above plus 16 and 361 below minus 5. 
Some few years ago, a series of basal metabol- 
isms was run on seventy-three pregnant wom- 
en; fifty-eight were minus, and of this number, 
fifteen were from minus 20 to minus 30. If one 
looks only for symptoms such as dry hair, 
brittle nails, over-weight, drowsiness, temper- 
ature below normal, and susceptibility to 
changes in weather temperature, as outlined in 
text books, one will overlook many cases of 
low metabolism. Until the past few years, no 
one would have suspected a tall, thin indi- 
vidual as having hypothyroidism, nor would 
one have thought of adding weight to such a 
person by giving him thyroid medication; 
neither would one expect a nervous patient or 
one with a continuous fever, of having a lack 
of thyroxin. As an illustration, I cite the fol- 


lowing case (in this instance and in all other 
cases used as examples, I shall be brief, and 
shall try to use the patient’s own statement as 
much as possible): 


Miss C., age 24 years. Gave history of good health 
until six years ago. At that time a diagnosis of 
tuberculosis was made,and patient was kept in bed 
for six years until she came under our observation 
in March, 1932. She was told by her attending 
physician that she had very little trouble and would 
soon be well; she was apparently well on several 
occasions; however, following the slightest exertion, 
tachycardia and elevation of temperature were 
present. 
pounds, and when she came under our care six 
years later, her weight was 113 lbs. On physical 
examination and x-ray, we found her chest nega- 
tive, heart rate 100 to 120, which was accel- 
erated on the least exertion, and a daily ele- 
vation of temperature. Her basal metabolic rate 
was minus 23. After she had taken thyroid, her 
temperature returned to normal, pulse improved, 
she had a gain in weight, and feeling of general 
well-being. The patient was placed on exercise, 
and has really enjoyed the past year. Despite the 
fact that she had been taking 1% grains of thyroid 
daily, about one year later, she had recurrence of 
old symptoms, and at this time we became sus- 
picious that tuberculosis really did exist. Her B. 
M.R. was minus 22. Thyroid, grains 3 daily, was 
prescribed, and two months later, patient came 


Her weight on going to bed was 120. 
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into office, bragging of her improved condition; she 
had gained 2 pounds, was doing a great deal of 
work, had normal temperature and pulse rate of 80. 


While observing clinical symptoms, we often 
find it difficult to conclude whether we are 
dealing with hyperthyroidism or hypothyroid- 
ism—as in the following cases: 


Mrs. H., age 28 years. In 1926 had thyroidectomy, 
and this was followed by a gain in weight. Felt 
normal until 1932, when she became very nervous, 
complained of headache, backache, irregular men- 
strual periods. Her pulse rate was 80, and her B. 
M.R. was minus 5. She was given thyroid, and 
made definite improvement. She returned, how- 
ever, in September of this year with severe head- 
ache, marked fine, bilateral tremor, and extreme 
nervousness. Her symptoms were such that one 
would have suspected a return of her thyrotoxico- 
sis; however, her B.M.R. was minus 20. We pre- 
scribed thyroid, gr. 1 daily; two months later, she 
was feeling fine, had no tremor, no headache, no 
nervousness, and had gained 6 lbs. in weight. 

Another symptom frequently noted is a feel- 
ing of fulness in the throat. The patient states 
that he feels as if his collar is too tight. The 
only explanation of this is that the gland hy- 
pertrophies, while trying to put out enough 
thyroxin to supply the body’s needs. 

Mr. G., age 23 years, illustrates this symptom. 
On Sept. 18, 1930, he came to us with a history of 
tired out feeling during summer. At times he felt 
as if his neck was swollen and complained of choky 
feeling. Felt below par and was losing all interest 
in school. His pulse ranged from 72 to 120, and 
his blood pressure was 110/70. His B.M.R. was 
minus 13. Thyroid, gr. % daily, was prescribed. 
This was gradually increased to 1% ers. daily until, 
by the end of the month, the patient was feeling 
fine, pulse was 84 and steady, discomfort in neck 
had disappeared, and patient had complete ame- 
lioration of symptoms. 

We believe that dysfunction of the thyroid 
gland accounts for more menstrual derange- 
ments than dysfunction of all the other endo- 


crine glands combined. 

Miss P., age 20 years, student. Gave history of 
no serious illness. Had onset of menses at age of 
11 years. Chief complain was recurrent attacks of 
fever which ranged from 99° to 100° and which 
lasted for several days. To the best of her knowl- 
edge, these spells always came on at time of mens- 
trual period. The present spell had lasted for ten 
days, and she was still running elevation of tem- 
perature in afternoon. Her B.M.R. was minus 26. 
Thyroid, grs. 1 to 142, was taken continuously from 
March until November, with the result that the pa- 
tient felt quite well, and had no recurrence of 
above-mentioned symptom. After starting her 
school year again this fall as a teacher, she be- 
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came tired, and her B.M.R. was minus 21. Thyroid 
was increased to 2% grs. daily; following this, pa- 
tient has been feeling entirely normal. 

Occasionally a patient, while taking thyroid, 
will become very nervous, has fast pulse, tre- 
mor, and shows evidence of too much thyroid. 
This, we believe, is due to the patient’s own 
thyroid gland putting out thyroxin. 

Miss G., age 32 years, teacher. History of re- 
peated colds every winter; felt below par and tired 
easily. Physical examination was negative, but her 
B.M.R. was minus. Thyroid, gr. 1 daily, was pre- 
scribed and gradually increased to grs. 3 daily. She 
apparently had relief of all symptoms, when she 
suddenly became very nervous, had fast pulse and 
so forth. Her B.M.R. had jumped to plus 26. Thy- 
roid was discontinued for a few days, and then 
grs. 14% to 2 daily were again prescribed and con- 
tinued until end of school year. November 27, 
1933, or six months following last visit, she states 
that she has the thyroid down to an exact science. 
She had taken grs. 142 daily all summer; but when 
she started teaching in the fall, she found it nec- 
essary to take 24% grains daily. She states that she 
is feeling fine, is not tired, and has no colds. 

The degree of minus does not always indi- 
cate the amount of thyroid that the patient 
will require. Some individuals who have a 
B.M.R. of minus 20 will take from % to 2 
grains daily, whereas another will need from 
3 to 6 grains. This may be explained by the 
fact that our estimate for normal is made from 
an average of from plus ten to minus ten; 
therefore, if the patient’s B. M. R. should have 
been a high normal, or plus 10, then a reading 
of minus 10 would in reality be a minus 20 be- 
low the individual’s normal B. M. R. In taking 
the basal metabolic rate, do not be deceived 
by the first reading, because a minus 10 is of- 
ten a minus 17 on recheck. In prescribing thy- 
roid, we start with small doses and gradually 
increase them; in doing this, we find that the 
pulse, nervous symptoms, insomnia, and gen- 
eral well-being of the patient are very good 
guides, with an occasional B.M.R. to deter- 
mine the exact metabolic rate. We have found 
that thyroid given in the evening will cause 
insomnia in some cases; therefore, we have 
made it a rule to prescribe this medication af- 
ter breakfast and after lunch. The thyroid 
used in most cases is Parke-Davis’ dessicated 
thyroid; each grain is equivalent to 5 grains 
fresh gland, and we specify the enteric-coated 
tablet. 

I have often wondered if thyroid taken the 
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day before the B. M. R. is run, would keep the 
rate up to normal for twenty-four hours fol- 
lowing its administration; with this in mind, 
the following test was made: 

A patient, who had been taking 2 grains thy- 
roid daily for several months, had an early 
morning metabolism test following usual rou- 
tine; the results were zero. On another day, 
we had the patient take 1 grain thyroid two 
hours before test was made, and the B. M. R. 
was minus 4. Again, instead of the usual prep- 
aration for metabolism test, patient had break- 
fast and performed his usual morning duties; 
at 9:45 a. m., in spite of the fact that the pa- 
tient had had no rest, his B. M. R. was plus 6. 

Many symptoms and conditions such as ec- 
zema, acne, chronic indigestion, chronic con- 
stipation, low blood pressure, arthritis, chronic 
colds, and so forth, are relieved or cured by 
the use of thyroid. Fancy, if you will, the most 
common malady—bad cold—responsible for 
probably more time off duty than all of the 
other acute diseases combined. In our own or- 
gan:zation we have had two examples of the 
above. The first is a doctor who gave a his- 
tory of repeated colds both winter and sum- 
mer for years. His B. M.R. was found to be 
minus 26. Since taking thyroid, he has not 
been off duty on account of a cold, and has not 
had one—except for one instance, when he 
neglected to take his thyroid while on a vaca- 
tion. The other example is our receptionist. 
who had repeated colds. In her position, an 
adenoid voice was not conducive to a cheerful 
reaction on the part of our patients, although 
this condition may have been “good for busi- 
ness.” Her B. M. R. was minus 19; and here, 
too, thyroid was prescribed with highly satis- 
factory results. Still another example of the 
above-mentioned symptoms is the following 
case: 

Mr. M., age 56. Gave history of uncomfortable 
feeling around region of appendix for years. For 
three months prior to seeing us, had painful and 
swollen joints, distressed feeling around heart, gas 
on stomach, and eruption and itching of right leg. 
Blood pressure was 162/95, and pulse was 70. His 
B.M.R. was minus 18. After thyroid, grs. 1 to 2, was 
taken daily, following notation was made at a 
subsequent visit: feeling fine, heart improved; erup- 
tion on leg gone, joints less painful, blood pressure 
140/88, and pulse—normal! One year later, April 
6, 1931, patient was feeling optimistic about the 
future; and we feel, as you will no doubt agree, 
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that if a few pills could have made a man feel 
cheerful during the gloomy year of 1931, why should 
we bring back “good, old, Blue Ribbon Malt-a.” 

Miss S., a graduate nurse, age 26 years. Came 
under our observation January, 1932, with a history 
of having become very tired, and of having run 
continuous temperature of 99 to 100 while in train- 
ing. A diagnosis of tuberculosis was made; patient 
was sent to Arizona and ordered to bed. Findings 
on examination were as follows: lungs were nega- 
tive to physical examination and x-ray, pulse ranged 
from to 100 to 140 (depending on whether patient 
was reclining or standing), and temperature, after 
patient had been in bed for several days, varied 
from 90° to 100° plus. Her B.M.R. was found to be 
minus 26, and January 20th, we prescribed thyroid, 
gr. 4%, to be taken after breakfast and after lunch. 
Ten days after starting thyroid medication, patient 
was running normal temperature, pulse 84, was very 
pleased with her condition, felt more comfortable 
than she had for months, and wanted to go to 
work. 

Mrs. W., age 37. Complained of headache, nerv- 
ousness, pain in eye, recurrent boils, lack of energy, 
tired feeling all the time, also complained of consti- 
pation. Metabolism showed a B.M.R. of minus 16. 
After taking thyroid, the following progress note 
was made two weeks later; we quote the patient: 
feeling better, eyes comfortable, no backache, and 
bowels regular since the first day she started thy- 
roid. 
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Sister V, age 54 years. Came under observation 
Nov. 20, 1933, with a diagnosis of enlarged heart 
and Renaud’s disease; when she was transferred 
from St. Paul, Minn., to St. Mary’s Hospital in 
Tucson. On physical examination, we were im- 
pressed with the facies of the patient, and suspected 
myxedema. Her B.M.R. was minus 36. Thyroid 
was prescribed and increased until 8 grains were 
taken daily. This was followed by immediate im- 
provement, and there was a marked change in the 
general appearance of the patient, especially the 
facies. The most remarkable result, however, was 
demonstrated, two weeks after thyroid was first 
prescribed, in an x-ray which shows marked re- 
duction in size of heart. Summary of x-ray is as 
follows: 


“Films taken Nov. 20, 1933, (Fig. 1) show the 
greatest diameter of heart 17.1 cm., whereas it is 
now 15.9 cm. (Fig. 2) The estimated smallest di- 
ameter of heart on previous films was 13.6 cm. and 
is now 12.4 cm. Both stereo sets were taken at 72 
inches.” 


Following is notation made by roentgenologist: 
“Generalized reduction in size of heart shadow, less 
fullness at base of the heart, and less evidence of 
passive congestion than was present Nov. 20, 1933.” 

A third film was taken Feb. 1, 1934, approximate- 
ly two months later (Fig. 3). Note contrast in size 
of heart. No other medication than thyroid had 
been taken. 


Fig. 3 








INTRAPLEURAL PNEUMOLY- 
SIS, AN AID IN RESTORING 
FUNCTION TO THE TU- 

BERCULOUS LUNG 


VICTOR RANDOLPH, M. D. 
Phoenix, Arizona 


(Read before the Nineteenth Annual Meeting of 
The Medical and Surgical Association of the South- 
west, held at El Paso, Texas, Dec. 7 to 9, 1933). 


By the title of this paper I wish to empha- 


size that intrapleural pneumolysis is the prin- 
cipal surgical procedure which offers hope of 
restoring to comparatively normal function the 
tuberculous lung. 


We know that adequate pneumothorax, 
through healing of the tuberculous lung, fre- 
quently brings about the production of scars 
so insignificant that the x-ray picture of the 
patient’s chest after re-expansion of the lung 
will not disclose to the casual observer which 
of the lungs has been collapsed. This was dem- 
onstrated to me sixteen or seventeen years 
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ago and has been noted many times since. 
Such a result should be fairly frequent in 
these days when the physician treating tuber- 
culosis has learned the therapeutic necessity 
of instituting pneumothorax at an early stage 
of the disease, before extensive destruction of 
lung tissue has occurred. Of course there will 
always be some cases in which destruction has 
occurred before coming to pneumothorax, to 
such an extent that restoration of function 
may not be expected with the most favorable 
conditions. Education of the public and of 
physicians will reduce this number. 

Adequate pneumothorax means compres- 
sion of the actively diseased areas in the lung 
and closure of cavities. The pneumothorax 
that markedly decreases the cough and spu- 
tum, brings the temperature to normal, and 
causes the patient to gain forty pounds in 
weight, but does not close the cavity, is not 
adequate. It is unnecessary to say why this is 
so and to bore you with statistics showing the 
danger to patients of such unclosed cavities. 

You know, too, how frequently adequate 
pneumothorax is prevented by adhesions. 
Ralph Matson, who presented this subject here 
fully five years ago, reported 20 per cent of 
pneumothorax attempts entirely unsuccessful 
because of diffuse adhesions, 40 per cent en- 
tirely successful, and 40 per cent partially suc- 
cessful with ultimate failure because of partial 
adhesions. Peters and Cornish, before this or- 
ganization, have cited comparable figures. It 
has further been shown that ultimate recov- 
ery in these cases having adequate collapse is 
twice as frequent as in those cases having only 
partial collapse, and conversely the number of 
those with partial collapse reported as dead of 
tuberculosis after a definite interim, is over 
twice the number dead of tuberculosis in those 
cases with adequate collapse. 

The 20 per cent with diffuse adhesions must, 
of course, be treated by more or less radical 
surgical means. The 40 per cent with partial 
pneumothorax furnish a problem which is be- 
ing handled in several ways. 

First is the use of high-pressure pneumo- 
thorax to stretch adhesions. The smaller 
string-like adhesions are susceptible to stretch- 
ing. Larger adhesions have occasionally been 
stretched by prolonged high-pressure pneu- 
mothorax. I have seen no statistics showing 
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the percentage of such cases that succeed to 
eventual cure. My experience has been that 
they are few in number. 

There is some danger to the patient in this 
procedure. The Matsons, after use of it, found 
spontaneous pnuemothorax 40 per cent more 
common than in ordinary pneumothorax 
treatment. Another danger is spreading of in- 
fection or hemorrhage from the open cavity 
while the stretching process is going on over 
a period of months. Most patients develop a 
moderate or marked mediastinal displacement 
and some compression of the contralateral 
lung, with reduction in vital capacity. Certain 
patients develop mediastinal herniation and 
high pressure must be discontinued. Finally, 
we do not know that the ultimate result will 
be good. 

We do not know, to return to my opening 
theme, that there will be restoration of lung 
function in any degree after high-pressure 
pneumothorax. It is often necessary to col- 
lapse undiseased lower lung completely to ac- 
complish high-pressure collapse of an upper- 
lobe cavity held by adhesions, and this must 
be maintained long enough for cavity healing. 
Permanent atelectasis of undiseased lung may 
occur. Many of these cases, after long-contin- 
ued pneumothorax is stopped, have marked 
mediastinal displacement toward the treated 
side or fail to expand fully, so that thora- 
coplasty must be done. I feel that three to six 
months is sufficient, probably too long, a trial 
of pneumothorax in the presence of adhesions 
before something else should be done. 

The next common method of treatment in 
the presence of adhesions:is phrenicectomy. 
This is occasionally sufficient to close the cav- 
ity, be it at the top, middle, or bottom of the 
lung. However, I am coming to believe that if 
an apical cavity alone is being treated and 
the balance of the lung is good, a hope of even- 
tual restoration of function to the lung should 
postpone phrenicectomy until other methods 
have been tried. Scaleniotomy has been too 
little used to judge of its results. 

Thoracoplasty is the final sacrifice of the 
lung. In certain cases adhesions will admit of 
no other treatment. But I have had the exper- 
ience of watching total thoracoplasty, or lung 
sacrifice, in a case which in my opinion would 
have yielded well to pneumothorax after what 
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appeared to be a comparatively simple pneu- 
molysis. This procedure would have offered 
a hope of lung restoration. 

It is the fear of pneumolysis which has made 
it, in the minds of most medical men and 
phthisiotherapists, the last procedure to be con- 
sidered when dealing with adhesions. This 
fear is, I believe, as unfounded as that which 
delayed so long a proper general use of pneu- 
mothorax. We can all remember this period 
in the history of pneumothorax, when our 
bugaboo was the danger of spontaneous pneu- 
mothorax, of pleural shock, of air embolism, 
of undue strain on the opposite lung. We have 
finally found that none of these dangers is in 
any degree comparable to the dangers to the 
patient of not treating his disease with pneu- 
mothorax. 

Our bugaboo with intrapleural pneumolysis 
is the danger of hemorrhage, of empyema, of 
acute pleurisy with effusion, of cavity rupture, 
of shock. Before discussing these operative 
complications, let me say that none of these 
dangers is comparable to that of failing to se- 
cure adequate pneumothorax. 

Intrapleural pneumolysis, briefly, may be 
done by the open or so-called closed method. 
Both methods have succeeded in closing cavi- 
ties and effecting clinical cures. The open 
method consists in cutting the adhesions or 
pleural attachments after they have been ex- 
posed to direct vision by means of rib-spread- 
ing after an intercostal incision; by means of 
rib resection and pleural incision; or by means 
of raising a flap of costal cartilage and incis- 
ing the pleura. The published results of 
O’Brien, who had treated sixteen cases by the 
open method, indicated eleven (or 68 per 
cent) successes. 

The method in more general use is the so- 
called closed method, which consists in cut- 
ting adhesions with the cautery or electroco- 
agulation under indirect vision given by a 
thoracoscope passed between the ribs, through 
a small puncture wound, under local anesthe- 
sia. Several instruments have been devised 
for this purpose. I originally used the Maen- 
del-Kornitzer instrument, which is a modified 
cystoscope equipped with electrocoagulation 
and cautery. This is a single instrument giv- 
ing indirect vision at an angle of about 30 de- 
grees. A similar instrument, but without 
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cautery, equipped with double hemostat for 
clamping the adhesion, is the Cutler-Da- 
vidson, recently marketed. The instrument 
most in use is the Jacobaeus-Unverricht, 
which has a thoracoscope giving right-angle 
indirect vision and a separate unit for cutting 
with cautery, which is inserted at a separate 
intercostal space. Matson several years ago 
devised a different cutting unit which uses 
the endotherm and devised an intrathoracic 
hemostat for clamping the adhesion when nec- 
essary. In most of my cases I have used the 
Jacobaeus-Unverricht method with cautery, 
but in some recent cases I have used electro- 
coagulation as well. 

A summary of 831 cases treated by this 
method at the hands of Jacobaeus, Unverricht, 
Matson, and Welles, shows 73.8 per cent, suc- 
cesses in cavity closure, 6 per cent serious 
complications, 10 per cent mortality. Cornish, 
of our own Association, has, I am sure, had 
similar success. Numerous reports of smaller 
series of cases showing similar results are 
available. . 

In my experience, two days usually, or oc- 
casionally one or three days, is sufficient time 
to hospitalize cases operated upon. If only 
thoracoscopy or study of the pleural cavity is 
done, one day or less is sufficient. 

SELECTION OF CASES 

Every case of pneumothorax with unclosed 
cavities held by adhesions, should be consid- 
ered for intrapleural pneumolysis. Those with 
very small pneumothorax pocekts or total ad- 
hesions over the cavities are at once ruled out 
and will be very apt to come to thoracoplasty. 
Separate adhesions, whether string-like, band- 
like, or sheets, must be carefully studied un- 
der the fluoroscope and by stereo-roentgeno- 
gram. These are not infallible. Small adhe- 
sions are frequently not shown. Adhesions ap- 
pearing as strings are frequently found at op- 
eration to be bands or sheets of adhesion with 
thickened edges. The presence or absence of 
lung in the adhesion cannot be determined 
with any certainty by x-ray. Therefore, we 
must, in a case offering possibility of pneu- 
molysis, look into the chest with the thoraco- 
scope, which is almost as simple a procedure 
to the patient as a pneumothorax refill. 

CONTRA-INDICATIONS 
Acute empyema is a definite contra-indica- 
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tion. Chronic tuberculous empyema is usual- 
ly a contra-indication because adhesions can- 
not be easliy differentiated from adjacent lung. 
Otherwise I know of no contra-indication ex- 
cept a hopeless general condition of the pa- 
tient. 

COMPLICATIONS 

Almost every case has subcutaneous em- 
physema after operation; but it is of no serious 
consequence if the patient is given pneumo- 
thorax refill before expansion of the lung can 
occur. 

Serous effusion was shown, in Welles’ 1932 
report of 141 cases, sixty-four times, there 
having already been effusion in thirty of 
these. Matson reported it in 1929 forty-eight 
times in 100 cases. It is usually of no moment. 
In one of my cases there was very high fever 
for some time and probably very much thick- 
ened pleura, as indicated by gradual contrac- 
tion of the chest. In another case the patient 
was not fluoroscoped for some time after op- 
eration and basal adhesions formed in the 
fluid, which may undo the good of the opera- 
tion although the apical cavity was freed. 
These pat'ents with fluid often must be aspir- 
ated early and given refills of air. 

Acute empyema (mixed infection) occurred 
in two (1.5 per cent) of Welles’ cases. Both 
are well after aspiration treatment without 
dra‘nage. Chronic empyema occurred in six 
cases (4 per cent). None of these had to be 
drained. Matson reported a somewhat higher 
percentage of chronic empyema. In our series 
of ffty-nine cases, three have developed tu- 
berculous empyema without mixed infection. 
One came to thoracoplasty which would oth- 
erwise have been his lot. Two had bilateral 
diseace and died from extension in the other 
lung. 

Hemorrhage is no longer a serious compli- 
cation. Welles reports none in 141 cases. 
Earlier reports show a very small percentage. 
In th‘s series of fifty-nine cases there have 
been three. Two patients are well, their lungs 
expanded and functioning. One patient is 
clinically well, his cavity closed, but develop- 
ed basal adhesions. 

Spontaneous pneumothorax is infrequent. 
Welles and Matson report none. In this series 
it occurred in three cases, all with extensive 
bilateral disease which it was hoped to treat 
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with bilateral pneumothorax. In all cases it 
developed several days after the operation. 
Cavity rupture is very rare. I have seen no 
report of it. Welles reports lung puncture in 
one case, but there were no sequelae. No rup- 
ture of cavity or puncture of lung occurred in 
this ser:es. 

In our series of fifty-nine cases, cavity clos- 
ure has resulted in thirty-seven cases, or 62.7 
per cent. 

However, we have attempted something 
which I have not seen reported in the litera- 
ture, i.e., the perfecting of bilateral pneumo- 
thorax by intrapleural pneumolysis. Of these 
fifty-nine cases, there were twenty-seven in 
which pneumolysis was attempted on one or 
both sides, bilateral disease being present. 
Cavity closure on the operated side was se- 
cured in twelve cases, or 44.4 per cent. Seven 
cases, or 25.9 per cent, have been clinically 
successful under bilateral pneumothorax, and 
we look for eventual restoration of lung func- 
tion in these cases. In one case both lungs are 
fully re-expanded and the patient has been 
work’ng one year. Without bilateral pneumo- 
thorax aided by intrapleural pneumolysis on 
one or both sides, these individuals would have 
been doomed. 

In bilateral pneumothrax, a selective col- 
lapse of the diseased portion of the lungs must 
be obtained. Therefore, when adhesions are 
present, the success or failure of intrapleural 
pneumolysis may spell life or death to the 
patient. 

Of the other five cases in this group, two 
have remained clinically so well that the con- 
tralateral lung may not need compression. In 
two cases contralateral pneumothorax has 
failed because of diffuse adhesions, and in 
one of these, at least, some form of plastic may 
be available after the collapsed lung has been 
restored to function. In the remaining case, 
the patient will die because of failure of con- 
tralateral pneumothorax and extending dis- 
ease in the contralateral lung. 

Subtracting this group of bilateral cases 
(twenty-seven) from the total (fifty-nine), we 
have then thirty-two of the unilateral cases, 
in twenty-four of which, or 75 per cent, there 
was cavity closure. 

Of these twenty-four in which cavity clos- 
ure was obtained, twenty-three or 71.8 per 
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cent of the unilateral group are clinical suc- 
cesses. In one case the outcome is in doubt. 
In one case the lung has been re-expanded 
about two years and the patient is well. The 
remainder are clinically well under continued 
artificial pneumothorax. 

In one additional case, classed as a failure, 
the apical cavity was freed entirely of adhe- 
sions, but remains partially open near the 
hilum after four months. Mediastinal hernia- 
tion into the other lung prevents pressure 
pneumothorax, but we feel this cavity will 


eventually close. 
SUMMARY 


To summarize briefly: 

1. Intrapleural pneumolysis offers the pos- 
sibility, through adequate artificial pneumo- 
thorax, of restoring the tuberculous lung to 
comparatively normal function. 

2. Adequate pneumothorax means collapse 
of cavities and actively diseased lung. 

3. When adhesions are present possibility 
of intrapleural pneumolysis should be consid- 
ered, before other measures, after not more 
than three to six months trial of pneumo- 
thorax. 

4. The dangers of serious complications of 
intrapleural pneumolysis are not comparable 
to the disadvantage of prolonging ineffective 
treatment. 

5. In thirty-two cases of unilateral pneumo- 
thorax in this series, cavity closure occurred 
following intrapleural pneumolysis in twenty- 
four or 75 per cent. Clinical success without 
other treatment followed in twenty-three or 
71.8 per cent of the unilateral group. 

6. In twenty-seven cases of bilateral dis- 
ease, cavity closure occurred in twelve cases, 
or 44.4 per cent. In seven cases, or 25.9 per 
cent, clinically successful bilateral pneumo- 
thorax was established by means of intra- 
pleural pneumolysis on one or both sides. 

7. In four cases, bilateral intrapleural pneu- 
molysis has established successful bilateral 
pneumothorax of se'ective type, such that 
eventual restoration of both lungs is antici- 
pated. 

My thenks are due to Dr. Fred G. Holmes, Dr. 
Howell Rando ph. and Dr. E. W. Phillips, who have 


referred many of the cases ciscussed. 
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FOOD ALLERGY 
(A Resume of the Literature; Personal 
Observations. ) 


ORVILLE H. BROWN, M. D. 
(Continued) 


DIAGNOSIS 

Since the treatment of allergy to foods con- 
sists in removing from the diets those foods 
which cause clinical reactions, it is necessary 
to know which those foods are; the diagnosis 
must rest upon a combination of skin testing 
and clinical reactions. 

The skin tests are made by the scratch, in- 
tradermal, or patch, method. The intradermal 
is more sensitive than the scratch; for certain 
cases and foods the patch may be preferable 
to either of the others. O’Keefe and Burgess 
had 30 per cent of scratch reactions and 87 
per cent of intradermal reactions in asthma. 
All authorities agree that, especially in o'der 
persons, the skin tests may not be reliable. 
Either positive or negative reactions may be 
meaningless. The trouble usually is that a 
food causing trouble will give no skin reac- 
tion. Alexander and McConnel found that 
certain areas of a patient’s skin reacted, 
whereas others would not react, to a sub- 
stance; the skin may react at one time and not 
at another. The back and trunk are more sen- 
sitive than the thigh and the thigh is more 
sensitive than the forearm. 

In 1922 I gave to the Society for the Study 
of -Allergy a plan of clinical testing which I 
named the “food-addition method.” This con- 
sists in putting the patient on one food at a 
time and, whenever one is found on which he 
makes steady improvement, he is kept on that 
usually for 24 to 48 hours; then another food 
is added; if it causes trouble it is eliminated; 
in case it does not cause trouble he has two 
safe foods to eat. The tests are continued un- 
til the reactions of a sufficiently large num- 
ber of foods are obtained. 

Rowe, some years after the presentation of 
the “food-addition method,” introduced what 
he termed “elimination diets,” which was but 
a modification and elaboration of my diet 
method. His method was designed to give the 
patient a balanced diet during the clinical test- 
ing, which of course my method does not give 
until a sufficient number of foods are tested, 
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unless a patient is not sensitive to milk and 
takes it. This, however, I do not regard as im- 
portant in most cases. 

Several clinicians have suggested the im- 
portance of the patients’ keeping diaries re- 
cording all foods eaten and the symptoms. 
From this it may be possible to arrive at con- 
clusions relative to the offending foods. The 
proposition is more difficult than it might 
seem for the reason that, when a person is 
actually sensitive and having reactions, almost 
everything he eats will exacerbate his symp- 
toms. 

Since it is nearly always a summation of 
reactions which is producing the conditions of 
which a diagnosis is being attempted, it is juct 
as important to know if other than foud pro- 
teins or other toxins are having effects. The 
consensus of opinion now seems to be that 
bacterial proteins do serve as allergens. At 
any rate, since bacteria may set up a gastro- 
intestinal inflammation and thus be a predis- 
posing cause of a!lergy by interfering with di- 
gestion, it is important to find all foci of infec- 
tion in order that they, too, may be eliminat- 
ed or at least controlled. This past year I had 
striking proof of the importance of this. I had 
worked on an asthmatic for a year and a half 
without greatly benefiting him. In spite of se- 
vere asthma and because it was beginning to 
seem necessary, we then had a severe stric- 
ture dilated. The patient was soon much im- 
proved. Then we took courage and had a 
transurethral resection of his prostate. He has 
now had nearly perfect relief from his asthma 
for the better part of a year. The weight of 
authorities is against radical or hasty opera- 
tive procedures. I believe, whenever decided- 
ly active foci can be removed without too much 
shock and risk, and the patient’s suffering is 
severe and uncontrollable, one should not be 
too cowardly about recommending operation. 
I repeat that I have the impression that bac- 
teria are often at the bottom etiologically of 
this hereditary-digestive-endocrine-metabolic- 
immunologic disturbance that we know as al- 
lergy, and thérefore bacterial foci should be 
looked for and eliminated when good judg- 
ment dictates they should be. A patient of 
mine who has only recently obtained relicf 
from an intractable and maddening pruritis 
thinks her recovery began with “colonic flush- 
ings” which she took at her own initiative. I 
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am not sure but that she is correct. Later a 
return of pruritis occurred and gall-bladder 
drainage, coupled with dieting, has apparent- 
ly done her much good. 

Every allergic is a law unto himself. His 
problems are unlike those of any other aller- 
gic. Each case is in reality a special research 
problem. 

A carefully taken history, with the thought 
in mind that there are discoverable reasons 
for the allergic state in each case, may be of 
inestimable value. Is his digestion below par? 
Is he overtaxing his digestion by too much 
food? Is his food prepared so that it is easy 
to digest? Does he eat too rapidly? Does he 
masticate his food thoroughly? Is he always 
fatigued and nervous when he eats? Are his 
teeth poor? Is he constantly swallowing bac- 
teria from his gums or nasopharynx to set up 
a gastro-enteritis? Had he ever had a pro- 
longed spell of illness before becoming aller- 
gic? If so, on what was he fed? Of what foods 
is he particularly fond? Of which foods does 
he eat the greatest amount? What foods has 
he observed to cause trouble? Inquiry should 
be made about all types of allergy and the va- 
rious symptoms thereof. Alvarez especially 
has emphasized the importance of careful his- 
tory taking. 

Most important of all, I should say, is to 
have the patient’s and his nurse’s cooperation 
in the research. They must understand what 
is to be looked for. They must understand 
what his special part of the problem is. They 
must keep the physician informed of effects 
and with him be on the watch for causes. 
There must be no let-up in looking for etio- 
logic factors that had not before been thought 
of in his case or, for that matter, in any case. 

‘TREATMENT 

The ideal treatment is to eliminate the food 
or foods responsible for the allergic reactions. 
Usually it is advisable, though not always nec- 
essary, to eliminate all the foods which con- 
tribute to the trouble. Pollens and other in- 
halants and infections may add to the trouble 
caused by food and should be discovered and 
eliminated or otherwise appropriately treated. 

The difficulty sometimes experienced in 
finding the source of a protein causing the 
trouble, is illustrated by Balyeat’s case of a 
child fed only on cows’ milk and yet by skin 
test sensitive to wheat protein. It was finally 
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found that the cows from which the milk for 
the child came were being fed upon bran. A 
change to milk from cows fed only on pasture, 
effected a cure of a severe eczema. 

A number of clinicians have desensitized to 
foods by giving extremely small amounts of 
the food in question and gradually increasing 
it. 

The absolute withdrawal of a food to which 
one is sensitized, for a sufficient length of time 
will desensitize one to it. I first reported this 
in 1922 before the Society for the Study of 
Allergy. Vaughan and Piness and Miller in 
1933 reported that cases lose their sensitiza- 
tions by staying off the foods for a time. I 
have obtained desensitization to one serious 
case of urticaria by the patient’s abstaining 
from all his reacting foods for as short a time 
as two weeks; the next shortest time of with- 
drawal desensitization was about six weeks; 
another extremely severe case was desensi- 
tized in about five months. Other cases have 
required longer. 

I have found the food-addition-diet method 
of treatment extremely helpful. An example 
of how this works: A woman with generalized 
pruritis was first put upon a strict diet of 
cooked foods and hydrochloric acid and pep- 
sin with all foods. After a week of this regime 
she was no better. This plan often gives com- 
plete relief, or otherwise it would not be justi- 
fiable to waste the week. She was then skin- 
tested for all foods and inhalants. All drugs 
were eliminated. No foci of infection were 
discovered. She was placed upon a diet con- 
ta’ning only those foods to which she showed 
no, reactions. Still her pruritis continued— 
perhaps slightly improved. She was placed 
then on a buttermilk diet. The pruritis was no 
better and possibly was slightly exacerbated. 
She was tried on beef only, and on other sin- 
gle foods. Among them was C. P. dextrose; 
this made her decidedly worse. Her grape 
test had given an 18 mm. area of redness at 
the end of 24 hours. Her reaction to corn had 
been negative. She was then given corn syrup, 
one or two drams per hour. By the end of 24 
hours she was positively improved. As she 
did not object seriously to the starvation diet, 
and she had a plentiful supply of adipose tis- 
sue, she was kept on corn syrup for 48 hours. 
Then she was allowed to have rice water, 
without untoward effect. After 48 hours she 
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was allowed a small amount of canned milk 
with her rice. Potato chips, prepared cereals, 
broiled beefsteak, apple sauce, vegetable soup, 
pureed vegetables, and so forth, were added 
one at a time. Whenever she had an exacerba- 
tion of her pruritis, she was likely to know 
from which food it came, and that food was 
again eliminated for a time. In this particular 
case we believe that high enemas, which she 
took on her own initiative, were of much as- 
sistance in her recovery. She is constipated 
almost to the point of obstipation. She report- 
ed that much putrid fecal material was washed 
away by the high enemas. 

After a person has been relieved of symp- 
toms, comes the task of teaching him how to 
eat so that he has the best chance of staying 
well. I have a mimeographed page of instruc- 
tions which is given a patient at an early visit. 
This serves to give him what I consider essen- 
tial principles of diet. 

Allergists have relatively little to say on the 
question of the proper general principles of 
diet. Piness and Miller say the total protein 
dosage must be kept below the patient’s toler- 
ance for protein. Reid remarks that social, 
marital, and economic matters must be given 
consideration. Alvarez writes that eating 
when fatigued, nervous, excited, or with a 
“cold” or other general upset, may be harm- 
ful. My own opinion is that it is difficult to 
over-emphasize the importance of proper di- 
gestion in relieving and preventing the return 
of allergic phenomena. I would call attention 
to the number of authorities, cited in the chap- 
ter on etiology, who believe that inadequate 
digestion has much to do with the cause of al- 
lergies from food. Then next I would call at- 
tention to the large amount of work, notably 
by Canon, which indicates that the digestion 
apparatus is extremely sensitive to disturbing 


influences. A cat’s digestion, Canon demon-. 


strated, came to a standstill if the cat was 
made angry or teased moderately or in any 
way much upset. It has also been fairly well 
established that the human behaves in this re- 
spect much as does the cat. 
‘ Perhaps the worries incident to the econo- 
mic situation at present account for the appar- 
ently unusual number of sensitization cases 
many of us have lately been seeing. 

On the above plan, a great many cases work 
out satisfactorily; there are those, especially 
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those of long standing, or of marked severity, 
in whom results are far from satisfactory. It 
is in this group that van Leeuwen and others 
used tuberculin and still others used stock 
vaccines or other foreign protein. Results 
come sometimes when least expected. I have 
tried very little of the non-specific therapy. It 
is in this group of “no-man’s land” cases to 
which it has seemed to me the urinary pro- 
teose therapy of Oriel’s is applicable and 
worthy of a trial. 

Since proteins, split-proteins, and other pos- 
sible chemicals are eliminated in the urine 
it seems entirely rational that a product might 
be obtained from the urine which would be a 
specific antigen and which would be analo- 
gous to pollen extracts and other antigens 
which have been beneficial in therapy. Oriel’s 
and the Guy’s Hospital, and other reports in- 
dicate good results from its use. Burgess treat- 
ed twenty-six cases with good results in cer- 
tain cases. Psoriasis was often not benefited. 

Probably the best support for Oriel’s claim 
regarding urinary proteoses is the work of 
Jansion, Giard, and Martinaud, who claim that 
allergics eliminate through their urines “endo- 
antigens” and “exo-antigens” which cause sen- 
sitization reactions. They take urines under 
antiseptic precautions, adding to each cubic 
centimeter one drop of phenosalyl, or iodized 
alcohol.. They mix these thoroughly and allow 
to stand for five to thirty minutes and then 
inject 0.5 to 5 cc. subcutaneously or intra- 
muscularly, in ascending doses, for the pur- 
pose of producing desensitization. Treatment 
was successful in 336 of 372 cases of migraine, 
hay-fever, asthma, pruritis, urticaria, prurigo, 
strophulus, eczema, and psoriasis. The infer- 
ence is that Jansion and his associates are 
working with the substances which Oriel 
terms proteoses. 

A report from the British Asthma Research 
Council says that small intravenous doses of 
one’s urinary proteoses tend to desensitize one 
to one’s antigens; the treatment is satisfactory 
in some cases. 

I have been using the urinary proteoses pre- 
pared according to Oriel, for about one year. 
Results in a few cases have been excellent. In 
other cases there has been absolute failure. 
In still others, there has been a lack of coop- 
eration on the part of the patients, which may 
or may not bespeak failure for the proteoses. 
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Vasconcellos extracts the antigens from the 
feces and prepares solutions therefrom for in- 
jections. He reports good results. 

The literature contains numerous references 
to the use of peptones, a small amount by 
stomach one-half to one hour preceding meals, 
and even by vein. Certain workers report good 
results. Probably a number of equally careful 
investigations have reported failures, or even 
aggravation of an allergic state. One wonders 
if variations in the chemical character of the 
proteins may not account for the variable re- 
sults. Lambert, Ancel, and others say that a 
small amount of a food, drug, or peptone, an 
hour before meals, may prevent allergic re- 
actions from that meal. Firgau says a small 
amount of the offending foods an hour before 
a meal when continued indefinitely, desensi- 
tizes to them. 

Luithlen introduced the use of specific pep- 
tones—a peptone prepared for each protein. 
Urbach has followed up the preparation and 
use of specific proteins with aparently good 
results. Markin claims that using only foods 
for which specific peptones are prepared and 
giving the specific peptones 45 minutes before 
meals, desensitizes in about two weeks. We 
shall probably hear more of specific proteins 
in the future. 

Richet, Jr., and Cander have recommended 
the use of liquid petrolatum, a dram preced- 
ing and a dram in the middle of each meal, and 
claim that symptoms often disappear within a 
few days. This procedure seems rational to 
me. I believe its good effect, if any, is likely 
due to the slight laxative effect in overcoming 
bowel stasis and a growing of bacteria high up 
in the canal. Bastedo recommended laxatives 
and high-up enemas in the alimentary canal. 

Many authorities agree with Sansum and 
myself in the use of digestants. Allen writes 
that thorough digestion of proteins before ab- 
sorption is a logical method of attacking the 
allergy problem. My own results are that al- 
lergic states of short duration are often 
promptly checked by the use of digestants. 
The longer a process has existed, the less like- 
lihood is there that it will respond to the use 
of digestants and nothing more. I practically 
always prescribe the digestants and manipu- 
late the diet and await results. Occasionally 
nothing more needs to be done. Sansum espe- 
cia'ly advises pancreatin; I have particularly 
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favored either citric or hydrochloric acid, with 
or without pepsin. 

Beckman’s good results with nitrohydro- 
chloric acid must be due, I suspect, to the aid 
it gives to digestion. Likewise, the ketogenic 
diet, with the resultant acidosis, may be bene- 
ficial because the increased acid in the tissues 
may tend to stimulate a better secretion of 
stomach acid. Any change of diet may be of 
help; some of the good of the ketogenic diet 
may be due to change of diet. Colby, Fergu- 
son, Gilmore, and others claim beneficial re- 
sults from the intravenous use of hydrochlo- 
ric acid in asthma. 

References to the administration of vitamins 
in allergic states are found here and there dis- 
tributed through the literature. An isolated 
report or two grows a bit enthusiastic about 
the good produced by the use of vitamins. I 
have had undoubtedly beneficial results. If 
vitamins are concerned in causing the mal- 
metabolism, use vitamines; if the endocrines 
are to blame for the deranged metabolism, use 
endocrines; if bacteria are at fault for a dis- 
turbed metabolic-immunologic state, remove 
foci of infection, sources of toxemia, and use 
vaccines. 

Many authors comment upon the importance 
of proper cooking of foods. In some instances 
cooking at high temperatures for three to six 
hours renders a food, which has been causing 
trouble, relatively harmless. My own observa- 
tions are that raw foods are decidedly more 
prone to cause trouble than are cooked foods. 
Since vitamins are important and prolonged 
cooking, especially at high temperatures, tends 
to destroy vitamins, the object of cooking usu- 
ally should be to make food easy to digest. Oc- 
casionally for short periods, even though vita- 
mins are destroyed thereby, it may be advis- 
able to cook for the sake of producing a chem- 
ical change in the protein so that an allergenic 
protein becomes non-allergenic. I have ordi- 
narily used prepared cereals and potato chips, 
melba toast, evaporated milk, and the like, 
with the thought in mind that in their prep- 
aration sufficient heat has been applied that 
allergenic principles may have been sufficient- 
ly changed to render them less allergenic than 
when used in the usual way. Idle and Thorn- 
burg mix the cereal and milk and then cook 
for prolonged period and find that such is of- 
ten well borne. 





Wherry speaks of an abundance of water 
internally in eczema as being highly benefi- 
cial. Stuesser, experimenting with an asth- 
matic, tried various treatments and concluded 
that large quantities of water were beneficial. 

Astonishingly good results were reported by 
Priham from the use intravenously of a vege- 
table protein in peptic ulcer. 

The recognized beneficial effects of dry cli- 
mates upon allergics is explained by Arnold 
on the theory that lack of humidity reduces 
the permeability of mucous membranes. 

The use of glucose freely in allergic states, 
for the purpose of keeping up the glycogen 
store in the liver, is regarded by numerous 
writers as of much importance. Mutzyer found 
it highly beneficial to asthmatics during the 
paroxysms, when given intravenously in large 
amounts. Gay uses dextrose as a starvation 
diet and then follows the plan suggested by 
me in the food-addition diet. I would warn 
that dextrose from grape or from corn may 
contain enough of the source protein to cause 
this to be kept in mind. I wonder if cane and 
beet sugar may not also have their source pro- 
teins. 

Piness warns against a too liberal use of 
morphine in asthmatics, as the inability to 
clear mucus from the bronchi may lead to suf- 
focation. 

Guy, Machley, and others stress the import- 
ance of treatment with endocrine substitution 
or other therapy. Both emphasize thyroid 
“eeding. 

Fever therapy has been tried by various 
workers, notably by Fineberg, but in the main 
the results seem to be scarcely good enough 
for the trouble and discomfort. 

Sztark gave allergic nursing infants hypo- 
dermics of mothers’ milk, with beneficial re- 
sults. The method of desensitization would be 
both specific and non-specific. 

In non-specific desensitization many agents 
have been used; a few of them are tuberculin, 
milk, stock vaccines, typhoid vaccine. 

PROBLEMS OF ALLERGY 

Block says the problems in allergy consist 
of: Irregularities in skin tests; lack of knowl- 
edge underlying the effects of treatment with 
specific antigens; what it is that is passed from 
parent to offspring that constitutes hereditary 
tendency; whether there is a uniform funda- 
mental abnormality in all allergies; whether 
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there is abnormality of the endocrine system 
or of the vegetative nervous system; causes of 
low blood-sugar, low blood-pressure, slow 
pulse rate, eosinophilia; the exact relationship 
between allergy, anaphylaxis and immunity; 
why there is a difference in reactivity of or- 
gans in different individuals and in the same 
individual at different times. 


The problems which have been suggested to 
me by the reading of these 500 or more pa- 
pers are: What is the tissue change that causes 
edema and eosinophilia and perhaps a muscle 
spasm, in an allergic reaction? When the pro- 
tein or split protein meets a sensitive tissue, 
what happens to the foreign protein? Does 
the sensitive tissue possess antibodies or en- 
zymes, or antibodies with the immunologic 
characteristics of enzymes which attack the 
foreign tissue and destroy it so rapidly that 
the poisonous histamine or histamine-like 
bodies are so generously produced that the 
very tissues producing them are poisoned by 
them? Does the liver serve primarily as the 
destroyer of the foreign proteins which gain 
access to the body? Is sensitization a condition 
or state of an organ in which that organ has 
acquired the ability of the liver to destroy for- 
eign protein? If so, is this due to a failure on 
the part of the liver fully to perform its task 
of destroying foreign protein? Is a liver fully 
stored with glycogen more competent to de- 
stroy foreign protein than one depleted of its 
glycogen store? What are the Prausnitz- 
Kuestner antibodies? If the difference be- 
tween immunity and allergy is free antibodies 
in immunity and fixed antibodies in allergy, 
why are there antibodies in the serum in al- 
lergy which will passively sensitize the off- 
spring or an area of skin into which the serum 
is introduced? Does not the suggested rela- 
tionship between immunity and allergy lead 
one to think that in both conditions antibodies 
are really enzymes, which perform best, or 
perhaps only, by the aid of complement and 
are for the purpose of destroying foreign pro- 
tein? In case of allergy to coal-tar products, 
quinine, and other non-protein chemicals, is it 
not possible that the body produces enzymes 
to destroy these chemicals just as may happen 
against proteins? Is there a link between anti- 
bodies and metabolism? Does an allergic have 
a deficiency in metabolic activity? Does he 
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fail to produce antibodies in the liver or else- 
where? In other words, does a non-allergic in- 
dividual have antibodies in all tissues and no 
one tissue has the brunt of destroying the for- 
eign protein? Or does the allergic individual 
have a few antibodies in all tissues, and an ex- 
cessive number in one area? Why does a per- 
son, as is often the case, have asthma and no 
eczema; and, at another time, eczema and no 
asthma, or alternation of other types of al- 
lergy ? Is there any spécial difference in ab- 
sorption of incompletely digested proteins be- 
tween allergics and non-allergics? Why do de- 
composition and autolyzed products of protein 
appear to produce, based upon my own ob- 
servations, such marked allergic reactions? 
What happens when an antigenic food is com- 
p'etely eliminated from an allergic’s diet for a 
time, that permits him again to eat that food 
in small amounts without reaction? Does the 
store of incompletely digested protein become 
gradually and slowly destroyed and eliminat- 
ed and thus, after a time, get below the indi- 
vidual’s tolerance level and allow a small 
amount of that protein to be cautiously and 
safely eaten? What happens in a pollen de- 
sensitization through gradually increased hy- 
podermic injections of pollen extract? What 
happens when an individual sensitive to a 
number of food proteins has a focus of infec- 
tion removed and suddenly, or at least fairly 
promptly, is relieved of his allergic phenom- 
ena? When a peptone, given forty-five min- 
utes before a meal, prevents allergic reactions 
what has happened? What happens when, af- 
ter an operation on an allergic individual, his 
symptoms disappear for a number of weeks? 
(Discussion cf this paper will appear next month.) 





SUMMER DIARRHEA IN BABIES 

Casec (calcium caseinate), which is almost wholly 
a combination of protein and calcium, offers a 
quickly effective method of treating all types of 
diarrhea, both in bottle-fed infants. For the form- 
er, the carbohydrate is temporarily omitted from 
the 24-hour formula and replaced with 8 level 
tbalespoonsfuls of Casec. Within a day or two the 
diarrhea, both in bottle-fed and breast-fed infants. 
For the former, the carbohydrate is temporarily 
omitted from the 24-hour formula and replaced 
with 8 level tablespoonfuls of Casec. Within a day 
or two the diarrhea will usually be arrested, and 
carbohydrate in the form of Dextri-Maltose may 
safely be added to the formula and the Casec grad- 
ually eliminated. Three to six tablespoonfuls of a 
thin paste of Casec and water, given before each 
hursing, is well indicated for loose stools in breast- 
fed babies. Please send for samples to Mead John- 
son & Company, Evansville, Indiana. 
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PUBLIC HEALTH NOTES 


J. ROSSLYN EARP, DR. P. H. 
Director New Mexico State Bureau of Public 
Health. 


NEW MEXICO SURVEY 

The health survey of this state sponsored by 
its Tuberculosis Association and directed by 
Dr. Carl E. Buck, Field Director of the Ameri- 
can Public Health Association, came to an end 
on April 30th. At the time of writing, a tabu- 
lation of the results from the first three coun- 
ties surveyed has been made by Doctor Buck, 
who draws a few tentative conclusions in re- 
gard to some aspects of the survey. 

In the three counties 584 adults presented 
themselves voluntarily for a health examina- 
tion. Thirty of these, or 5 per cent, were defi- 
nitely diagnosed as having active tuberculosis. 
In 334 others the condition was regarded as 
suspicious on clinical grounds. The x-ray read- 
ings have not yet been correlated with the 
clinical findings. Later, no doubt, a larger 
proportion of definite diagnoses will be pos- 
sible. 

Adults living in contact with those school 
children who had been found to have a posi- 
tive Mantoux test were invited to attend the 
clinics for physical examination. In response 
to this invitation 294 presented themselves 
and were examined. A diagnosis of active tu- 
berculosis was made in 15 and another 15 were 
regarded as suspicious. 

Mantoux tests were given to children of 
grade school age. The tuberculin used was 
furnished by the Trudeau Laboratory at Sara- 
nac Lake. A single dose of one-tenth milli- 
gram was given. Of 1,666 Spanish-American 
children 354, or 21 per cent, reacted. Of 1,229 
Anglo-American children 134, or 11 per cent, 
reacted. The high rate of infection among the 
Spanish-American children is noteworthy, and 
stands in marked contrast to the comparative- 
ly low rate of active disease found among 
adults of the same race. 

Blood was taken as a routine part of all 
adult examinations except in rare cases where 
objection was made to this test. The state lab- 
oratory examined specimens from 776 adults 
by both Wassermann and Kahn tests. No less 
than 74 were positive for syphilis. From this 
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it appears that active syphilis is at least twice 
as prevalent as active tuberculosis in New 
Mexico. 


A more complete report of the survey will 
be available at the meeting of the New Mex- 
ico Medical Society in July. 


However, a report has already been received 
from Miss Mary Emma Smith, director of 
nursing activities of the National Society for 
the Prevention of Blindness, who, working un- 
der the direction of Dr. Paul Mossman, of the 
Office of Indian Affairs, made a study of vi- 
sion among the school children of the state, 
and gave much valuab'e advice regarding 
lichtine of the school rooms. A total of 1.474 
puvils were examined bv both physician and 
nurse. Of this number 21. or 1.4 ver cent. vos- 
sessed glasses. Eve conditions reauiring fol- 
Jow uv care were found in 388. A further in- 
dication of the need for public health activity 
among the schools is seen in the following ta- 


ble: : 


TABL® SHOWING NUMBFR WITH SPECt- 
FIED VISION 


Number of Cases Having 
Svecified Visual Acuity 


Worse Eye Better Eye 
Visual Acuity Uncorrected Uncor- With-Cor- 
(Snellen) rected _ rection 
where worn 

20/20 19 

20/30 

20/40 

20/50 

20/70 24 

20/100 11 

20/200 8 
Worse than 

20 /200 12 


55 


This group of 55 pupils, whose visual acuity 
is 20/70 or worse, in the worse eye, is derived 
from the 1,474 vision tests above mentioned. 
Only 10 of the 55 pupils were wearing glass- 
e3, Miss Smith believes it probable that in 
most of the remaining 45 cases improvement 
could be effected by the use of glasses. 
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PRESIDENT’S ADDRESS 


WOMAN’S AUXILIARY TO THE ARIZONA 
STATE MEDICAL ASSOCIATION 
MRS. C. R. SWACKHAMER 
Superior, Ariz. 


(Delivered before the Annual Banquet of the Ari- 
zona State Medical Association and the Woman's 
Auxiliary, at the Forty-third Annual Session of the 
Association, held in Prescott, Ariz., June 1, 8 and 9, 
1934.) 


Mr. Toastmaster, Members of the Medical As- 
sociation, Auxiliary and Friends: 

First of all, I want to thank the Medical As. 
sociation for this opportunity and the honor of 
appearing before you as President of the Med- 
ical Auxiliary. I take it as a complimentary 
recognition of our position as helpmeet to your 
society. 

There are physicians today who can, or may, 
look back longingly on the good old days of 
administering lotions and potions, and apply- 
ing plasters and salves. But the new concep- 
tion of the scope of a medical career has so 
widened its horizon and increased its re- 
sponsibilities, that the present day physician 
who takes his profession seriously, must feel 
burdened beyond endurance with twenty-four 
hours of service. 

The chief difference, as I understand it, be- 
tween the old idea of medicine and the new, is 
the emphasis upon preventive medicine. It is 
not enough to heal the sick. Health maintain- 
ed is better than health restored. As one 
physician expresses it, it is far better to build 
a wall along the edge of the precipice than to 
send an ambulance to the bottom after the 
crash. There is a necessity for the study of the 
best kind of wall, and the speediest means of 
building it. While the state organization 
studies how best to erect this structure as a 
whole, the county units contribute their share 
of bricks and mortar, as does also the Auxili- 
ary. 

The Woman’s Auxiliary is furthermore 
needed to act especially as a medium between 
the profession and the public, and to interpret 
the thought of the medical experts to the lay- 
man. 

Just as the County Health Officers and Coun- 
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ty Medical Society study the local health prob- 
lems, so should the Auxiliary study them, but 
never act without the approval of the medi- 
cal society. Education is the answer to many 
preventable diseases, and the Auxiliary is the 
best ally. Every Auxiliary should have an ad- 
visory committee, appointed by the medical 
society. to direct its activities, and should meet 
with them to map out a feasible plan, when 
occasion arises. For instance, in a diphtheria 
epidemic, every member of the Auxiliary 
should be fully informed on the subject of the 
immunization against diphtheria. A couple of 
simple leaflets to refresh her memory—she 
won’t have time to read more—then comes the 
question, “How many auxiliary members are 
active in other organizations—PTA, Y.W.C.A., 
Women’s Club, Church Societies, American 
Legion Auxiliary?” Ask these members to ar- 
range to have a physician invited to address 
each organization in the near future, with good 
publicity. The doctor needs only to present 
himself at the meeting with his speech in his 
hand or his pocket, deliver his address, and go 
on his way rejoicing. 

This educational work prepares the ground 
for a good public meeting, to which the entire 
community is invited. Music, motion pictures 
from the State Health Department or other 
sources, with good speakers, and careful ad- 
vance publicity, should draw a good audience 
—but one never knows. One may engage all 
the crooners and movie stars, and all the sev- 
en arch-angels to address a meeting, but one 
cannot engage an audience to listen to them. 
A good plan would be to work up an audience 
through the schools. The Auxiliary bears the 
brunt of this activity, interviews the teachers 
and speakers, selects the films, engages the op- 
erator, out devils the printer’s devil, and the 
busy doctors’ share need be only the approval 
of the details. The expense of these meetings 
is small, and the Auxiliary has a thousand and 
one ways know only to the modern woman, 
to meet this. This is one way of educating the 
community, and a sure means of converting 
the anti-everything. This is only one of the 
many educational problems the Auxiliary can 
solve for the doctor, but is cited as a concrete 
example of the principle on which the Auxili- 
ary is meant to work, and is working in many 
communities. 
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In Superior, this past year, working alone 
as an Auxiliary member, I phoned Mr. For- 
rest Doucette, and arranged for him to show 
several health films and give a lecture to the 
high school, eighth grades and parents. I also 
sponsored a Health Essay Contest, based on 
articles in the Hygeias, and distributed 100 
Hygeia magazines through the schools, among 
the homes, for reading and instruction. Last 
of all, I kept Hygeias in the circulating library, 
beauty and barber shops all year. I am sure 
other wives in small communities can do the 
same. 

The Auxiliary, acting in its dual capacity as 
a junior partner to the Medical Association, 
and as an active leader in women’s activities 
in the county, prepares the soil, sows the seed, 
weeds and waters the growing plants and in 
the fullness of time, the doctor steps in and 
harvests the crop. So with proper direction 
and training, the Auxiliary may become a pow- 
erful instrument in the hands of the profes- 
sion. 

The public is crying out for health informa- 
tion, and in place of the falsities offered by the 
quack, the Auxiliary should be constantly on 
the alert, to substitute scientific facts. 

Diet fads are one of the staples of current 
conversation, and their informers are always 
trying to worm their way into public confi- 
dence, by the offer of free lectures before 
women’s organizations. A doctor’s wife can 
forestall such delusions of the public by mere- 
ly asking “Is he a physician? Where has he 
studied? What degree has he taken? What 
does he know of scientific nutrition?” While 
one cannot attack a quack, a few pointed 
questions often establish his true status. Ev- 
ery doctor’s wife comes in contact with these 
problems at social gatherings, and often wish- 
es she knew how to answer them tactfully. 

The Auxiliary can exercise a powerful in- 
fluence in the health teaching in the schools 
bv distributing the American Medical Associ- 
ation publications and the five Auxiliary study 
envelopes on such subjects as: “Common De- 
fects in Children,” “Communicable Diseases,” 
“Diphtheria,” “Small Pox,” “Typhoid Fever,” 
“Measles,” “Whooving Cough,” “Scarlet Fe- 
ver,” and one on “Milk.’ It can also use mon- 


(Continued on page 215.) 
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PROGRAM 


Fifty--econd Annual Session New Mexico 


10:00 A.M. 


10:30 A.M. 


11:00 A.M. 


11:30 to 12 
12 to2 P.M. 


4:00 P.M. 


4:30-5:30 
8:00 P.M. 


Medical Society. 
Las Vegas, N. M. 


July 19, 20, 21, 1934 
The Elks Club 


Thursday, July 19, 1934. 

Opening Session. 
President’s address by Dr. Charles F. 
Millikan, Clayton, New Mexico. 
Dr. F. D. Garrett, El Paso, Texas: 
“Anaphylaxis—An important cause of 
obscure abdominal pain and digestive 
disturbances.” 
Dr. John H. Vaughn, Amarillo, Texas: 
“Cancer” with lantern slides. 
Discussion of papers. 
Luncheon and round-table discussion 
as guests of New Mexico State Insane 
Asylum. Dr. A. B. Stewart, host. 
Dr. M. K. Wylder, Albuquerque, New 
Mexico: “Prevention of Heart Disease 
in Children” 
Dr. Casper Hegner, Denver, Colorado, 
Professor of Surgery, University of 
Colorado: “Surgery of the Abdomen.” 
Dr. O. H. Horrall, Chicago, Illinois, 
Chief Surgeon, Chicago, Burlington & 
Quincy Railroad: “Trauma of the 
Joints and Cartilaginous Repair.” 
Dr. G. Heusinkveld. Denver, Colorado, 
Associate Professor Obstetrics, Uni- 
versity of Colorado: “Obstetric Prob- 
lems.” 
Thursday, July 19, 1934. 
Dr. H. W. Winsett, Amarillo, Texas: 
“The Schilling Blood Count.” 
Discussion of Papers. 
Public Meeting. 


10:00 A.M. 


10:30 A.M. 


11 to 12 


Annual Smoker. 
Agua Pura Company Cottage in Gal- 
linas Canyon. 


Friday, July 20, 1934 
Dr. J. A. Britton, Chicago, Illinois, 
Chief Surgeon International Harvester 
Company: ‘‘Silicosis.” 
Dr. Harry Wear, Denver, Colorado. As- 
sociate Professor Genito Urinary Dis- 
ease, University of Colorado: ‘“Trans- 
urethral Prostatic Resection.” 
Dr. J. W. Kennedy. Philadelphia: ‘In- 
dications for Vaginal Hysterectomy 
with Clamps.” 
Dr. L. A. Buie, Rochester, Minnesota, 
Proctologist, Mayo Clinic: ‘“Hemor- 
rhoids.” 
Discussion of papeas. 


12 to 2 P.M. Luncheon as guests of the Board of 


Directors of the Las Vegas Hospital at 
Odd Fellows Hall. 

Dr. Hugo O. Deuss, Chicago, Illinois: 
“Medical Economics,’—An analysis of 
the medical tactics of the social agen- 
cies in the Emergency Relief, The C. 
W. A., etc. 


Friday, July 20, 1934 
Dr. A. C. Scott, Temple, Texas, Chief 
Surgeon, Gulf Coast Lines Railroad: 
Subject later. 
Dr. Frank Kelly. Chicago, Associate 
Professor of Medicine, University of 
Chicago, Rush Medical College. “‘Treat- 
ment of Pneumonia.” 
Dr. C. W. Mayo, Rochester, 
Clinic: “Appendicitis.” 
Dr. W. C. Finnoff, Denver, Colorado, 
Professor of Ophthalmology, Univer- 
sity of Colorado: “Differential Diaz- 
nosis in the Common Eye Diseases.” 
Dr. W. W. Waite, El Paso, Texas: 
Pathology (Subject later). 


Mayo 
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4to5 P.M. Discussion of papers. 
7:30 P.M. Arxinual Dinner Dance. 
Castaneda Hotel. 


Saturday, July 21, 1934 
Dr. C. F. Kemper, Denver, Department 
of Medicine, University of Colorado: 
“Congestive Heart Failure.” 
Dr. C. T. Burnett, Denver, Department 
of Medicine, University of Colorado. 
“Primary Anemia.” 
Dr. J. W. Kennedy, Philadelphia: 
‘Surgical Pathology of Peritonitis.” 
Saturday, July 21, 1934 
Dr. Hugo O. Deuss, Chicago, Depart- 
ment of Medicine, University of Ili- 
nois: “Blood Dyscrasias—Agranulocy- 
tosis and Acute Leukemia.” 
Dr. L. M. Miles, Albuquerque, New 
New Mexico: “Gonorrhea in the Fe- 
male.” 
11:30 to 12:30. Discussion of papers. 


Scientific Exhibits 

“Pathology of the Eye.”—Dr. W. C. Finnoff, Uni- 
versity of Colorado. 

“Motion Picture on Intracapsular Cataract Ex- 
traction, ‘Vacuum Cup Method’.”—Dr. E. R. 
Crossley, Chicago Eye, Ear and Nose and Throat 
Hospital, Chicago, Illinois. 

“Tularemia.”—United States Public Health Service. 

X-ray Exhibit—Drs. Cathcart and Mason, El Paso, 
Texas; Dr. Van Atta, Albuquerque, New Mexico; 
Valmora Sanatorium. 

Medical Illustrations—Dr. Tom Jones, University 
of Illinois. 

Commercial Exhibits by J. C. Durbin & Co., Denver; 
Southwestern surgical Supply, W. A. Horr & Co., 
Eu Lilly & Co., Multord & Co. 


9:00 A.M. 


9:30 A.M. 


10:00 A.M. 


10:30 A.M. 


11:00 A.M. 





CORRECTIONS 

in the April issue, in the article on “Child- 
hood Luberculosis as a Public Heaith rrob- 
jem, by Ur. J. Mossiyn arp, a typograpnical 
error which compietely changed the meaning 
of a statement was made. On Page 2y, rst 
Caumn, near the top, the sentence reads, “it 
we trust to our prejudices, then those of us 
who believe that a tirst infection makes the in- 
dividual more susceptible to subsequent in- 
fection will take the opposite view.” 

The sentence should have read, “If we trust 
to our prejudices then those of us who believe 
that a first infection makes the individual less 
liab!: to subsequent infection will not expect 
to sce a large number of adult cases develop- 
ing ‘rom these apparently healthy, though ad- 
mittedly infected, children. On the other hand, 
those who believe that a first infection makes 
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the individual more susceptible to subsequent 
infection will take the opposite view.” 

The original manuscript read correctly, and 
the error was in proof reading. 

On page 138, in Public Health Notes, also by 
Dr. Larp, in the second column, under caption 
“5,” the dosage of arsphenamine should be 
3.0-4.00 gms., instead of 3.00-4.40, as it reads. 





President’s Address 


(Continued trom page 213s.) 
ey to piace the Hygeia in the schools where it 


is not subscribed for. 

By espousing the cause of the yearly exam- 
imation and by setting the example themselves, 
the Auxiuary can build up public opinion in 
iavor ot this practice. 

We have had one example of the usefulness 
for an Auxiliary this past year, when the cel- 
erendum to the Basic Science Law was to be 
voted upon at a special election. At the re- 
quest of the Health League, the Auxiliary, 
1eelung it a great privilege to assist in so wor- 
thy a cause, responded wholeheartedly. Quoi- 
ing trom a ietter to me from one of the League 
members, I read: ‘‘Ithe League feels that io 
the ladies of the Auxiliary, state wide, goes 
a large measure of this success.” 

Wherever an Auxiliary exists, it carries on 
such activities as those listed in our Yeariy 
State Reports; helping to pass an ordinance 
making it compulsory for drug store fountains 
and lunch counters to use paper cups, spon- 
soring and equipping an open air school, x-ray- 
ing needy children and fitting them with glass- 
es, supplying milk and noon lunches to school 
children, donating money to a tuberculosis 
preventorium, giving health radio talks, sup- 
plying speakers on health subjects and work- 
ing in all organizations trying to keep the doc- 
tor’s point of view before the people. 

Dr. Wm. Gerry Morgan of Washington, a 
past president of the American Medical Asso- 
ciation; “Whenever the medical fraternity has 
held out a helping hand to the Woman’s Auxil- 
iary, they have been gratified to find that the 
work of the Auxiliary flowed along safe and 
helpful channels, and the results proved worth 
while.” 

In a profession as highly individualistic as 
medicine, there are bound to be frictions, jeal-- 
ousies and cliques, but doctors cannot persist 





in feuds and. antagonisms, if their wives are 
working shoulder to shoulder in the Auxili- 
ary for the common good. A report from the 
president of one of our counties in Arizona 
this year says: ‘I believe that the greatest ac- 
complishment of. our County Auxiliary has 
been the creation of a spirit of good friendship 
between the wives of the local physicians.” At 
first, it seemed that the Auxiliary could not 
possibly outlive the feeling of rivalry between 
the wives of the doctors, but with good pro- 
grams and large attendance at our meetings 
and the close friendships which have sprung 
from these contacts in meetings, all demon- 
strate that our organization is necessary and 
that it will continue to be an institution for 
the good of the community. 

At our State Medical Auxiliary this year, I 
have inaugurated the morning sessions, which 
I hope will prove interesting and popular and 
draw more members to them each year. ‘[his 
will refleet upon the State Medical Associa- 
tion, bringing in turn a larger attendance. As 
you know, it is the women who often bring 
their husbands to the meetings. Women en- 
joy wearing their best clothes, meeting old 
friends and making new ones, and their social 
instincts and aptitudes lend a charm to all the 
entertainments, which the men appreciate. 

Finally, and most worthwhile of all, the Aux- 
iliary seems to develop.a closer bond between 
the doetor and his wife. She is no longer ar 
outsider, jealous of his profession and his ab- 
sorption in his duties. Her interests likewise 
are centered on health, and the great reward 
to both comes in the realization that they are 
working together in the cause of humanity. 





Specialists in the study of child nutrition have 
been quick to recognize the value of milk as the 
mainstay of. the child’s diet. 

“But what,” asks the frantic mother of a young- 
ster who dislikes milk, “can I do to make my child 
eagerly want that. which he now rebels against?” 

Today the doctor who is confronted with this 
query can solve this age-old problem by the help- 
ful advice to mix Cocomalt with the milk. For by 
the simple addition of Cocomalt, milk not only be- 
comes a delicious chocolate flavor drink—but its 
food-energy value is practically doubled. Cocomalt 
in milk provides extra proteins, carbohydrates and 
minerals (food-calcium and food-phosphorus). It 
is also a rich source of Vitamin D. 

Thus Cocomalt not only induces youngsters to 
drink all the milk they require—it provides extra 
food-energy value as well as a rich supply of Vita- 
min D. Cocomalt is accepted. by the Committee on 
Foods of the American Medical Association. 
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TWIN responsibility 
FOR THE DOCTOR 


I, is to her doctor that the mother looks—not only 
for her own well-being—but that of her child. 

During pregnancy her own bones and teeth must be 
safeguarded ; but so also must be the developing bones 
and teeth of the little newcomer. This is the doctor's 
twin responsibility. 

It is a grave responsibility—and a vitally important 
one. The mother’s diet, during pregnancy and lacta- 
tion, must 


Rich in Calcium, Phosphorus and Vitamin D 


Therefore, Cocomalt is suggested. For Cocomalt mixed 
with milk, produces a delicious food-drink not only 
richer in calcium and phosphorus than milk alone 
. .. but also containing Vitamin D, under license by 
the Wisconsin University Alumni Research Foundation. 
Every cup or glass of Cocomak; propared:according to 
the simple label directions, cofttains not less than 30 
Steenbock (81 U.S.P. revised) units of Vitamin D. 

Properly prepared; Cocomalt adds-70% more caloric 
value to milk—increasing the protein content 45%, 
the carbohydrate content 184%, the mineral content 
(calcium and phosphorus) 48%. It comes in powder 
form only, easy to mix with milk. It is sold at grocery 
and cad dee stores in 1/,-Ib., and 1-Ib. air-tight cans 
—also in 5-lb. cans for hospital use at a special. price. 
Equally delicious HOT or COLD. 
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Cocomalt is accepted by the Com- 
mittee on loods of the American 
Medical Association. It 


is composed of sucrose, 
skiar-milk, selected co- 
coa, barley malt ex- 
tract; flavoring and 
added Vitamin D. 





R. B. Daves Co., 
Dept. 66F, Hoboken, N. J. 








lease send me a trial-size can 
of Cocomalt without charge. 


We will be glad to send 

a trial-size can of Coco- Dr 
malt free to any physi- 
cian requesting it. Just Address. 
mail this coupon with City 
your name and address, uty 
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JUNE, 1934 


THE AMERICAN COLLEGE OF PHYSICIANS 
Wil Meet in Philadelphia, 1935. 


The American College of Physicians wi!l held its 
Ninetcenth Annual Clinical Session in Philadelphia, 
April 29-May 3, 1935. 
Announcement of these dates is made particu- 
larly with a view not only of appraising physicians 
generally of the meeting, but also to prevent con- 
flicting dates with other societies that are now ar- 
ranging their 1935 meetnigs. 
. Dr. Jonathan C. Meakins, of Montreal, Que., is 
ae of the American College of Physicians, 
nd will arrange the Program of General Sessions. 
Dr. Alfred Stengel, Vice President in Charge of 
Medical Affairs of the University of Pennsylvania, 
has been appointed General Chairman of local ar- 
rangements, and will be in charge of the Program 
of Clniics. Mr. E. R. Loveland, Executive Secre- 
tary, 133-135 S. 36th Street, Philadelphia, Pa., is 
in charge of general and business arrangements, 
and may be addressed concerning any feature of 
the forthcoming Session. 





SLEEPY SALTS.—The Bureau of Investigation 
of the American Medical Association reports that 
the public is now being bombarded-with an adver- 
tising campaign for “Sleepy Salts,” which are said 
to be put out by the exploiters of a mineral water, 
“S'eepy Water.” The Sleepy Water Company has 


217 


its headquarters at Hot Springs, Ark., and its 
“midwest: headquarters” in Chicago. The company 
states that Sleepy Salts is about 15 per cent sodium 
citrate and citric acid (neither of which substances, 
of course, is to be found in any natural spring wa- 
ter). Government analysis shows that Sleepy Salts 
is essentially “horse salts” (sodium sulphate— 
Glauber’s salt), with a proportion of epsom salt 
added. In other words, in buying Sleepy Salts one 
pays 75 cents for three and a half ounces of what 
is essentially a mixture of Glauber’s salt and ep- 
som salt. The high-pressure advertising campaign 
fcr saline cathartics is a pernicious influence on 
the public health. Fantus has well pointed out that 
these salts “belong among the habit-forming drugs 
and are responsible for a large proportion of cathar- 
tic habit.” The same authority has called attention 
to the fact that such salines “are occasional ac- 
cessory causes of death from ileus and appendical 
and other forms of peritonitis.” The advertising 
pages of newspapers and the radio programs of the 
breadcasting stations are not subject to the control 
of the Food and Drug Act, for it is only lies on or 
in the trade package that are subject to the pen- 
alties of that law. This doubtless explains the cam- 
paign of misrepresentation and vilification on the 
part of many supposedly reputable newspapers and 
magazines against the proposed extension of the 
National Food and Drugs Act to cover collateral 
advertising. (Jour. A.M. A., May 5, 1934, p. 1915.) 





Founded 1896 by Dr. Hubert Work 





A modern, newly constructed 
care and treatment of those 


nervously and mentally ill, the 
senile and drug addicts. 
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Modernly equipped for the care 
and treatment of tuberculosis in 
all stages. Rates $15.00 per week 
and up. Nurses care and medical 
attention included. $10.00 per week 
for convalescents. Write for de- 
scriptive booklet. 








THE LONG SANAT 


EL PASO, TEXAS. 





A. D. Long, M. D. 
Medical Director 
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The A. S. Aloe Co. 


I 
ANNOUNCES .. . 


Dr. Charles Robert Elliott 
Treatment Machine 


SEVEN YEARS USE 


has demonstrated the 
value of 


THE SURGICAL SOLUTION 


of 
MERCUROGHROME, 4, W, &D, 


PREOPERATIVE SKIN DISINFECTION 


This preparation contains 2% Mercuro- 
chrome in aqueous-alcohol-acetone solu- 




















see These Articles on Elliott Technic 
in Pelvic Inflammatory Diseases 
Holden and Gurnee, Am. Jour. Obs. & Gyn. July, 1931. 
Holden and Sovak, Am. Jour. Obs. & Gyn. Nov., 1932. 
Counsellor, Jour. A.M.A. Sept. 16. 1933. 
Graham, Am. Jour. Surg. June, 1933. 
Stone, Am. Jour. Physical Therapy, April, 1932. 
Jacobs, St. Louis Med. Soc. Bulletin, Discussion by 
Vaughan and Gellhorn, June 5, 1931. 

Holliday, Jour. of Dental Research, Dec. 1932. 
Shullman, Jour. of Med. Soc. of New Jersey, 1933. 


Send for Descriptive Circular and Price. 


A. S. ALOE CO. 
932 South Hill St. Los Angeles 


Stock 


pitals. 








tion and has the advantages that: 
Application is not painful. 
It dries quickly. 
The color is due to Mercurochrome 


and shows how thoroughly this 
antiseptic agent has been applied. 


Now available in 4, 8 and 16 oz. bottles 
and in special bulk packages for hos- 


Hynson, Westcott & Dunning, Inc. 


solutions do not deteriorate. 


Literature on request 





BALTIMORE, MARYLAND 

















The Camp Prenatal Support with two sets 
of adjustment straps, upper one effecting 
diagonal support from top of pubis to cen- 
ter back above lumbar region, lower one 
giving sacro-iliac and general lower back 
surport from under gluteus upward. 


cory 


Physiological Supports 
Scientifically Designed 


S. H. Camp & COMPANY 


Manufacturers 
JACKSON, MICHIGAN 
- Chicago New York London 


1056 Merchandise Mart 330 Fifth Ave. 252 Regent St. W. 
S..H. CAMP & CO. of CANADA, Ltd., Windsor, Ont., Can. 






















